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Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  25%  of  its 
patients  from  outside  of  Georgia  and  407o 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases CANCER. 


“CANCERPAY  PLUS  ” 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


January  1989 


Dear  Doctor: 

At  press  time,  hundreds  of  MSMA  members  and  spouses  were  expected  to  be 
in  Jackson  for  "We  Care  Day."  The  day  includes  a special  session  of  the 
MSMA  House  of  Delegates,  legislative  information  sessions,  and  a trip  to 
the  Capitol  for  discussions  with  legislators  about  two  issues  affecting 
medical  care  in  Mississippi  - tort  reform  and  care  of  the  medically 


"We  Care  Day"  is  sponsored  by  MSMA,  the  Mississippi  Hospital 
Association,  the  Mississippi  Association  of  Hospital  Governing 
Boards,  and  the  Mississippi  Organization  of  Nurse  Executives. 

Watch  for  a report  on  "We  Care  Day"  in  the  next  issue  of  your 
Journal  MSMA. 

In  a joint  press  conference  last  month,  the  MSMA  and  the  Mississippi 
Hospital  Association  announced  their  support  for  expansion  of  the  state 
Medicaid  program  by  halting  funding  for  the  state's  three  charity 
hospitals.  "We  urge  the  state  to  seek  maximum  federal  matching  funds 
for  all  monies  it  spends  on  health  care,"  said  MSMA  president  David  R. 
Steckler,  M.D.  "We  support  a statewide  single  level  of  health  care." 

The  action  was  in  keeping  with  the  policy  recently  adopted  by  the  MSMA 
Board  of  Trustees  dealing  with  Medicaid  and  care  of  the  medically  needy. 

At  its  December  meeting  the  AMA  House  of  Delegates  adopted  an  amended 
version  of  Report  AA  (from  the  AMA  Board  of  Trustees)  dealing  with  the 
Harvard  Resource  Based  Relative  Value  Scale  study.  Copies  of  Report  AA, 
which  does  not  endorse  the  Harvard  RBRVS  study  as  published,  can  be 
obtained  from  your  MSMA  headquarters  office  by  request. 

DON'T  FORGET... to  mark  your  calendar  for  MSMA's  121st  Annual  Session, 

May  31-June  4 in  Biloxi. 

From  your  MSMA  staff  — Best  Wishes  for  a Happy  New  Year! 


needy. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


There  is  strength  in  numbers. 

(And  our  numbers  are  growing.) 


Seated,  Left  to  Right:  Cheryl  Maxv^’ell  (Claims  Secretary').  Lisa  Noble  (Under\sTiting  Secretary),  Maria  Graham  (Claims 
Secretary  ).  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  CG.  Tanny”  Sutherland  M.D.  (Medical  Dirertor) 


Standing,  Left  to  Right:  C.R.  “Bob”  Montgomery  (Gener^  Counsel),  Lisa  Stewart  (Underw-riting  Secretary),  Sharon 
Thompson  (Claims  Secretary),  Craig  Brown  (Underwriting  Manager),  Joey  Grimes  (Controller),  Chuck  I^nn  (Assistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy'  in 
No\  ember  of  1977,  we  have  grow  n to  serv  e 
more  phy  sicians  than  any'  other  medical 
liability'  insurance  company'  in  Mississippi. 

VCTiy  do  more  phy  sicians  turn  to  Medical 
Assurance  Company'?  Our  staflFhas  grow'n  from 
two  in  1978  to  five  in  1983  to  tw'eh  e in 
1988,  and  we  hav'e  plans  for  additional  staff 
even  now.  We  hav  e insurance  professionals 
who  can  prov  ide  efficient  and  cost-effective 


answ  ers  to  y our  medical  liability'  insurance 
questions.  We  serv  e more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  inv  est- 
ments  and  undervv'riting  guidelines.  Every' 
claim  is  reviewed  by'  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Driv  e.  Let  us  show  y ou  our 
strength  in  numbers. 


Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

■’35  Riverside  Drive,  Jackson,  MS 

Phone:  (601)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jaclcson,  MS  39216-0915 
MS  l-800-325-4r2 


Apply  for  Scientific 
Exhibit  Space  Now 


Jackson,  MS  - Physicians  wishing  to  apply 
for  scientific  exhibit  space  at  MSMA's  121st 
Annual  Session,  May  31-June  4,  are  urged  to 
make  application  now,  while  space  is  still  available.  Exhibitors  are  eligible 
for  the  Aesculapius  Award.  To  request  scientific  exhibit  space,  send  a letter 
to  MSMA  with  the  following  information:  description  and  title  of  exhibit, 
names  of  exhibitors,  and  estimated  number  of  linear  feet  required. 


Component  Societies  Reminded  Jackson,  MS  - MSMA  component  societies  have 

Of  Service  Award  Deadline  until  February  15  to  submit  nominations  for 

the  MSMA  Community  Service  Award.  The 
award  recognizes  an  individual  physician  for  outstanding  accomplishments  in 
community  service,  and  consists  of  a commemorative  plaque  and  a $500  donation 
to  a charity  or  civic  organization  designated  by  the  honoree.  The  award  will 
be  presented  at  the  121st  Annual  Session,  May  31-June  4 in  Biloxi. 


"Senior  Care"  Program  Jackson,  MS  - Physicians  in  the  southern 

Is  Set  for  Expansion  and  central  areas  of  the  state  will  be 

receiving  letters  urging  participation  in 
"Senior  Care,"  a program  of  assistance  for  qualified  medically  needy  persons. 
Participating  physicians  voluntarily  accept  Medicare  assignment  for  eligible 
seniors.  The  program,  sponsored  by  MSMA  and  the  MS  Council  on  Aging,  has 
completed  the  pilot  stage  in  two  other  areas  of  the  state. 


Certificate  of  Need  Jackson,  MS  - Among  recommendations  by  the 

Proposals  for  Legislature  State  Board  of  Health  to  the  legislature 

are  these  certificate  of  need  (CON)  pro- 
posals: (1)  exempt  county-owned  hospitals  under  100  beds  from  the  home  health 
care  moratorium;  (2)  allow  nursing  homes  with  less  than  60  beds  to  expand  to 
60  beds;  (3)  allow  county-owned  hospitals  to  convert  vacant  beds  to  long-term 
care  beds;  (4)  clarify  definition  of  capital  expenditures  for  CON  review. 


State  Laws  Address  Chicago,  IL  - AMA's  Dept,  of  Legislation 

Indigent  Care,  Liability  reports  various  legislative  efforts  to 

ensure  availability  of  health  care  despite 
the  adverse  liability  insurance  climate.  North  Carolina  has  created  a pilot 
program  in  which  physicians  providing  obstetrical  services  in  underserved 
counties  are  reimbursed  by  the  state  for  the  cost  of  liability  insurance. 
Other  state  laws  grant  physicians  immunity  from  liability  for  free  care. 


THE  ARMY  RESERVE 
OFFERS  NEW  nNANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 
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Transcervical  Resection  of 
Submucous  Uterine  Fibroids: 
An  Alternative  Approach  to 
Management 


BRYAN  D.  COWAN,  M.D., 
RONALD  P.  KNOBLOCH,  M.D., 
G.  RODNEY  MEEKS,  M.D.  and 
W.  LAMAR  WEEMS,  M.D. 
Jackson,  Mississippi 


Uterine  myomas  (fibroid  tumors)  are  a common 
gynecological  condition  and  frequently  cause  symp- 
toms of  uterine  bleeding,  pelvic  pain,  and  on  oc- 
casion, infertility.  Typically  the  symptoms  pro- 
duced by  fibroids  depend  upon  the  size,  location, 
and  condition  of  the  tumor.  Traditional  management 
of  women  with  symptomatic  uterine  fibroids  in- 
cludes hysterectomy  if  reproductive  potential  is  no 
longer  desired,  or  laparotomy  with  uterine  my- 
omectomy in  women  who  desire  fertility.  Trans- 
fundal  myomectomy  is  required  to  remove  deep  in- 
tramural and  submucosal  fibroids.  This  procedure 
is  often  associated  with  significant  blood  loss  and 
scars  the  uterus  such  that  most  (if  not  all)  pregnan- 
cies that  occur  after  this  procedure  should  be  deliv- 
ered by  cesarean  section. 

Laparotomy  with  myomectomy  requires  3-5  post- 
operative hospital  days  for  convalescence  and  2-4 
weeks  of  ambulatory  convalescence  before  com- 

From  the  Division  of  Reproductive  Endocrinology,  Department 
of  Obstetrics  and  Gynecology  (Drs.  Cowan  and  Meeks)  and 
the  Division  of  Urology,  Department  of  Surgery  (Dr.  Knob- 
loch  and  Weems),  University  of  Mississippi  Medical  Center, 
Jackson,  MS. 


Transcervical  resection  of  submucous  uter- 
ine fibroids  can  be  an  effective  alternative 
to  laparotomy  and  transuterine  myomec- 
tomy in  selected  women.  To  date  the  authors 
have  performed  this  procedure  in  three  pa- 
tients in  an  ambulatory  environment.  In  two 
patients,  transcervical  resection  was  per- 
formed for  giant  intrauterine  myomas  which 
caused  pathologic  uterine  bleeding  and  in- 
fertility. In  a third  patient  the  procedure  was 
performed  to  resect  multiple  small  submu- 
cous myomas  causing  infertility. 


plete  recovery.  To  reduce  this  operative  morbidity, 
we  have  become  interested  in  transcervical  resection 
of  submucous  fibroids  as  an  alternative  form  of 
management  for  women  who  wish  to  retain  their 
uterus.  Such  a technique  could  reduce  surgical  com- 
plications, diminish  the  time  required  for  postop- 
erative convalescence,  reduce  the  cost  of  the  pro- 
cedure, and  eliminate  the  need  for  cesarean  delivery 
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I 


of  a pregnancy.  We  report  our  initial  team  experi- 
ence of  transcervical  resection  of  submucous  fi- 
broids in  three  women. 

Materials  and  Methods 

Operative  Technique  — Either  spinal  or  general 
anesthesia  was  suitable  for  the  procedure.  The  pa- 
tient was  placed  in  the  lithotomy  position,  and  the 
genitalia  and  vagina  prepped  with  a povidine-iodine 
solution.  When  necessary,  the  cervical  canal  was 
dilated  to  accommodate  a standard,  continuous  flow 
urological  resectoscope  (Olympus)  attached  to  a 
peristalic  pump.  The  uterine  cavity  was  distended 
by  manipulating  the  rate  of  glycine  (1.5%  solution) 
infusion  or  slowing  the  pump  rate.  The  uterine  cav- 
ity was  easy  to  inspect  and  the  submucous  fibroid(s) 
as  well  as  both  uterotubal  ostia  were  identified  in 
all  three  cases.  Resection  of  the  myoma(s)  was  per- 
formed with  electrocautery  just  as  resection  for 
bladder  or  prostatic  tumors.  As  the  resection  con- 
tinued, “chips”  of  the  specimen  accumulated  within 
the  uterus  and  it  was  necessary  to  frequently  remove 
the  resectoscope  to  allow  these  to  escape.  Bleeding 
was  minimal,  and  any  bothersome  bleeding  sites 
were  easily  controlled  with  electrocoagulation. 

Postoperative  Care  — All  patients  were  managed 
as  outpatients.  They  returned  home  the  same  day 
of  their  procedure  after  recovery  from  anesthesia. 
To  date  no  vaginal  packs,  intrauterine  devices,  or 
antibiotics  have  been  used. 

Case  Reports 

Case  1:  A 26-year-old,  GO  was  evaluated  for 
abnormal  uterine  bleeding.  She  was  found  to  have 
a submucous  fibroid  and  was  treated  with  oral  con- 
traception. Her  oral  contraception  failed  to  control 
her  symptomatic  uterine  bleeding,  and  she  was  ad- 
mitted on  an  emergency  basis  with  significant  un- 
controlled vaginal  bleeding.  She  underwent  emer- 
gency transcervical  resection  of  her  submucous 


fibroid,  and  33.5  gm  of  tissue  was  resected.  His- 
topathologic evaluation  revealed  a typical  uterine 
fibroid  with  no  mitotic  activity.  She  has  been  fol- 
lowed for  the  past  1 1 months  with  no  recurrence  of 
her  symptoms  (see  Table  1). 

Case  2:  A 36-year-old,  GO  was  evaluated  for 
longstanding  infertility.  A large  submucous  fibroid 
filled  the  entire  endometrial  cavity  on  hysterosal- 
pingogram.  She  underwent  initial  transcervical  re- 
section of  the  fibroid  at  which  time  19  gm  of  tissue 
was  resected.  Four  months  later  she  developed 
chronic  vaginal  bleeding  which  produced  anemia. 
She  was  treated  with  a GnRH  agonist  (Lupron)  in 
an  effort  to  shrink  the  fibroid  and  to  control  this 
bleeding.  Four  months  later  she  underwent  repeat 
transcervical  resection  at  which  time  20  gm  of  sub- 
mucous fibroid  were  resected,  but  the  resection  was 
incomplete.  Finally,  one  month  later,  she  underwent 
complete  resection  of  her  submucous  fibroid  at  which 
time  an  additional  20  gm  of  fibroid  was  obtained. 
Postoperatively  she  has  done  well  with  no  abnormal 
uterine  bleeding  (see  Table  1). 

Case  3:  A 38-year-old  GlPl  was  evaluated  for 
infertility  by  laparoscopy  and  hysteroscopy  at  which 
time  three  previously  unrecognized  (approximately 
1 cm)  submucous  fibroids  were  identified.  Hyster- 
oscopic  resection  produced  approximately  5 gm  of 
benign  uterine  fibroid  chips.  She  has  been  followed 
for  four  months  but  to  date  has  not  conceived  (see 
Table  1). 

Discussion 

Based  on  our  initial  experience  with  the  proce- 
dure and  similar  experiences  reported  by  others,'"^ 
we  believe  that  transcervical  resection  of  submucous 
fibroids  is  safe  and  will  provide  the  treating  phy- 
sician with  an  important  adjunct  for  the  management 
of  selected  patients  with  this  condition.  We  rec- 
ommend transcervical  resection  of  submucous  fi- 
broids in  women  with  a known  lesion,  confirmed 


TABLE  1 

SUMMARY  OF  3 WOMEN  WITH  INTRAUTERINE  MYOMAS  TREATED  WITH  AMBULATORY  TRANSCERVICAL  RESECTION 


Age 

Diagnosis 

Gravidity 

Follow-up 

(months) 

Lesion  Weight 
(grams) 

Persistent 

Symptoms 

Case  1 

26 

Bleeding 
Giant  Myoma 

0 

11 

33.5 

No 

Case  2 

26 

Giant  Myoma 

Infertility 

Bleeding 

0 

6 

59 

No 

Case  3 

38 

Bleeding 

1 

4 

5 

No 

2 
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by  hysteroscopy  or  hysterosalpingogram,  who  de- 
sire to  retain  the  uterus  or  have  a medical  condition 
that  poses  a contraindication  to  hysterectomy.  Large 
lesions  which  occupy  the  entire  cavity  or  are  not 
completely  pedunculated  (Case  2)  may  require  re- 
peat resection  for  complete  removal.  This  may  be 
a more  attractive  form  of  surgical  therapy  than  lap- 
arotomy with  transuterine  myomectomy  in  such  pa- 
tients. If  the  lesion  extends  into  the  wall  of  the 
uterus,  laparoscopy  should  be  performed  concur- 
rently with  hysteroscopic  resection.  This  guides  the 
depth  of  the  resection  and  provides  an  element  of 
safety  against  unintentional  uterine  perforation  and 
bowel  injury. 

Glycine  solution  (1.5%)  is  isotonic,  electrocon- 
ductive  and  is  an  ideal  distension  medium  for  this 
procedure.  However,  if  large  amounts  are  absorbed 
through  open  venous  sinuses  in  the  uterus  or  the 
peritoneum  after  spill  through  the  fallopian  tubes, 
hyponatremia  can  develop.  Other  distension  media, 
such  as  high  molecular  weight  dextran  solutions, 
saline  or  carbon  dioxide  are  not  well  suited  for  in- 
trauterine electrocautery. 

The  urologist-gynecologist  team  approach  for  the 
management  of  this  lesion  with  the  resectoscope 
combines  the  skills  of  both  physicians  and  seems 
to  add  an  element  of  safety  for  the  patient  and  con- 
fidence for  the  surgeon.  The  team  approach  is  par- 
ticularly important  in  the  initial  application  of  this 
technique,  since  the  instrumentation  is  often  unfa- 


miliar to  the  gynecologist  while  this  lesion  is  infre- 
quently managed  by  the  urologist. 

Conclusion 

We  have  demonstrated  that  submucous  myomas 
can  be  easily  resected  with  a combined  urologist- 
gynecologist  approach  using  a standard  continuous 
flow  resectoscopy.  Glycine  solution  (1.5%)  should 
be  used  as  the  distension  medium  for  this  procedure 
since  it  is  readily  available,  isotonic  and  electro- 
conductive.  Transcervical  resection  appears  to  be  safe 
and  could  reduce  the  surgical  and  pregnancy  mor- 
bidity assumed  by  women  who  undergo  traditional 
laparotomy  and  transuterine  myomectomy  for  sub- 
mucous fibroids.  This  technique  offers  an  effective 
outpatient  surgical  management  option  not  only  for 
submucous  myomas,  but  also  for  other  lesions  within 
the  uterus.  ★★★ 

2500  North  State  Street  (39216) 
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Introducing  a new  compaity 
wife  an  arr^  of  services 
for  ptysicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 


Frank  Cochran 


Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  sen/e  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  sen/ices  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


PentobarbitaTs  Effect  In  a 
Combination  Antiemetic  Regimen 
For  Cisplatin  Induced  Nausea 
and  Vomiting 


JOHN  B.  WHEELOCK,  M.D. 

Keesler  AFB,  Mississippi 

Severe  nausea  and  vomiting  is  one  of  the  most 
anxiety-provoking  side  effects  of  cisplatin  based 
chemotherapy  for  patients  with  advanced  gyneco- 
logic disease.  Single  antiemetic  agents  such  as  phe- 
nothiazines,  steroids,  and  metoclopramide  have 
shown  good  antiemetic  efficacy  during  cancer 
chemotherapy  with  cisplatin.'  Newer  studies  have 
shown  combination  antiemetic  agents  with  different 
actions  to  achieve  optimal  antiemetic  effect  to  be 
superior  to  a single-drug  regimen.^ 

The  author  has  previously  compared  the  combi- 
nation regimen  of  pentobarbital,  prochlorperazine 
and  dexamethasone  with  high  dose  metoclopra- 
mide.' Twenty-seven  patients  with  advanced  gy- 
necologic maligancies  undergoing  cisplatin-based 
combination  chemotherapy  had  significantly  less 
vomitus  than  patients  treated  with  metoclopramide 
alone.  In  addition,  the  sedative  and  sleep-inducing 
effect  of  the  barbiturate  made  the  experience  of 
vomiting  subjectively  more  tolerable,  even  in  those 
instances  where  the  combination  regimen  was  not 
superior  to  metoclopramide  in  the  control  of  vom- 
iting. 

One  perception  from  the  above  study  was  that 
the  combination  of  pentobarbital,  prochlorperazine 
and  dexamethasone  appeared  to  exert  a considerable 
amount  of  antiemetic  effect  in  these  patients  due  to 
the  pentobarbital-induced  sedation.  The  narcosis  in- 
duced by  this  combination  was  described  by  patients 
as  making  the  vomiting  episodes  and  chemotherapy 
more  tolerable. 

The  combination  of  dexamethasone  and  proclor- 
perazine  has  been  reported  as  a drug  combination 


From  the  Department  of  Obstetrics  and  Gynecology,  USAF 
Medical  Center  Keesler,  Keesler  AFB,  MS. 


Twelve  patients  with  histologically  con- 
firmed gynecologic  cancer  treated  with  a 
chemotherapy  regimen  containing  cisplatin 
were  randomized  in  a double-blind  cross- 
over trial  utilizing  two  antiemetic  combi- 
nation regimens  during  the  first  four  treat- 
ment courses. 

Regimen  A consisted  of  pentobarbital, 
prochlorperazine,  and  dexamethasone.  Reg- 
imen B contained  dexamethasone,  proch- 
lorperazine, and  placebo.  Patients  chose 
Regimen  A over  B 70%  of  the  time 
(p<0.0268).  In  50%  of  the  treatment 
courses,  objective  assessment  of  Regimen  A's 
antiemetic  effect  was  complete  compared 
with  4.5%  for  Regimen  B.  Sleep  and  reduced 
apprehension  of  cisplatin-induced  emesis 
were  the  major  factors  why  patients  chose 
Regimen  A. 

The  authors  concludes  that  intravenous 
pentobarbital-induced  sleep,  when  added 
to  a combination  antiemetic  regimen,  is  ef- 
fective in  reducing  vomiting  episodes.  More- 
over, it  provides  a more  pleasant  chemo- 
therapy experience  in  patients  undergoing 
cisplatin  containing  chemotherapy. 


with  greater  antiemetic  effect  than  single-agent  an- 
tiemetics. ^ 

This  report  compares  the  antiemetic  effects  of  the 
combination  pentobarbital,  prochlorperazine  and 
dexamethasone  with  the  three  drug  combination 
prochlorperazine,  dexamethasone  and  placebo  in  12 
patients  with  advanced  gynecologic  malignancies 
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receiving  cisplatin-based  combination  chemother- 
apy to  determine  the  effect  pentobarbital  has  on  a 
combination  antiemetic  regimen  on  control  of  eme- 
sis. 

Materials  and  Methods 

Twelve  patients  with  histologically  confirmed  gy- 
necologic cancer  were  treated  with  a chemotherapy 
regimen  containing  cisplatin.  Patients  were  random- 
ized in  a double-blind  cross-over  trial  utilizing  two 
antiemetic  combination  regimens  during  the  first 
four  treatment  courses.  Patients’  ages  ranged  from 
43  to  65  years  (mean,  53  years).  No  patient  had 
received  prior  cisplatin  exposure  or  prior  antiemetic 
treatment.  All  patients  had  a Kamofsky  perform- 
ance status  of  80%  or  better.  All  patients  signed  an 
informed  consent  prior  to  entry  into  this  study.  Pa- 
tients were  considered  ineligible  if  they  had  con- 
traindications to  any  of  the  antiemetic  drugs  in- 
cluded in  the  protocol. 

All  patients  were  hospitalized  a total  of  24  hours 
for  administration  of  the  chemotherapy.  Nine  pa- 
tients had  advanced  ovarian  cancer;  two  patients  had 
recurrent  uterine  cancer  and  one  patient  had  recur- 
rent cervical  cancer.  Seven  patients  received  cis- 
platin, doxorubicin  and  cyclophosphamide;  four  pa- 
tients received  cisplatin  and  cyclophosphamide  and 
one  patient  received  cisplatin.  The  median  number 
of  chemotherapy  courses  given  was  8.5  (range  5 to 
11).  Cisplatin  was  given  in  a dose  of  50mg/m2 
infused  over  a 6-hour  period  following  induction  of 
diuresis  with  hydration,  mannitol  and  furosemide. 
Cyclophosphamide  (500mg/m2)  and  doxorubicin 
(50mg/m2)  were  given  intravenously  over  2-3  min- 
utes. 

Patients  were  randomly  assigned  in  a double-blind 
cross-over  trial  of  two  antiemetic  regimens  for  the 
first  four  treatment  courses.  Regimen  A consisted 
of  pentobarbital,  prochlorperazine  and  dexametha- 
sone.  Regimen  B contained  dexamethasone,  pro- 
chlorperazine and  placebo.  Randomization  con- 
sisted of  either  AABB,  BBAA,  ABAB,  or  BABA, 
for  the  first  four  treatment  courses  after  which  the 
patients  then  chose  what  she  perceived  as  the  two 
most  optimal  antiemetic  courses  after  the  four  treat- 
ment trials. 

Study  parameters  included  both  objective  and 
subjective  observations.  The  objective  responses 
were  determined  by  counting  the  number  of  emetic 
episodes.  Vomiting  was  graded  as  absent,  mild  (1- 
3 vomiting  episodes),  or  >3  vomiting  episodes. 
Subjective  responses  were  determined  for  each  pa- 
tient by  using  a questionnaire  concerning  her  as- 
sessment of  nausea  and  vomiting,  side  efects,  se- 


dation and  antiemetic  preference  the  morning  after 
chemotherapy  treatment.  Overall  treatment  was 
graded  by  the  patient  as  better,  same  or  worse  than 
the  previous  treatment(s). 

Regimen  A and  B dosages  and  schedules  are 
shown  in  Table  1.  A Foley  catheter  was  inserted 
into  the  bladder  of  patients  to  eliminate  the  need 
for  frequent  urination  associated  with  the  diuresis. 
All  patients  were  instructed  to  remain  in  bed  during 
the  treatment.  Diet  was  not  restricted.  Vital  signs 
were  taken  every  four  hours.  The  nurses  were  in- 
structed to  count  respirations  only  when  the  patient 
was  asleep.  No  additional  sedatives  or  antiemetic 
agents  were  given  during  the  study. 

Results 

Twelve  patients  were  entered  into  the  study.  This 
study  was  initially  designed  to  enroll  20  patients, 
but  the  observer  felt  apparent  marked  differences 
were  noted  between  two  regimens  after  twelve  pa- 
tients to  stop  the  trial.  Two  patients  did  not  complete 
the  four  course  trial  because  they  found  the  cispla- 
tin-induced  nausea  and  vomiting  to  be  intolerable 
on  the  prior  regimen  they  had  received.  Of  these 
two  patients,  one  patient  completed  one  course  of 
chemotherapy,  the  other  patient  completed  three 
courses.  Their  codes  were  broken.  Both  patients 
dropped  out  of  the  study  after  receiving  Regimen 
B for  the  first  time  (see  Table  2).  Both  patients  were 

TABLE  1 

TREATMENT  REGIMENS 


Regimen  A 

1 . Pentobarbital  lOOmg  in  50ml  of  5%  dextrose 
in  water  IV 

2.  Dexamethazone  lOmg  IV  push  over  5 min  15  min  before 

therapy 

3.  Prochlorperazine  lOmg  in  50ml  of  5%  dex- 
trose in  water  IV 

4.  Repeat  pentobarbital  lOOmg  IV  every  3 hr 
times  2 doses 

5 . Repeat  dexamethasone  and  prochlorperazine 
IV  every  3 hr  times  2 more  doses 

Regimen  B 

1 . Substitute  placebo  in  place  of  pentobarbital 
Dose  and  Modifications: 

a)  Patients  <60  years  old  with  >1.8  m2  body 
surface:  Increase  the  first  dose  of  pentobar- 
bital to  150mg,  give  100  to  150mg  as  second 
and  third  dose,  depending  on  patient’s  re- 
sponse (induction  of  sleep) 

b)  Patients  >60  years  old  with  <1.5  m2  body 
surface:  Decrease  second  and  third  doses  of 
pentobarbital  by  50mg 


IV:  intravenous 
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placed  on  Regimen  A for  the  remainder  of  their 
chemotherapy  courses. 

The  remaining  10  patients  chose  Regimen  A over 
B for  14  out  of  20  possible  selections.  (Each  patient 
chose  the  two  best  perceived  courses  of  the  four 
courses  offered.  Thus  there  were  20  total  selections 
made.)  This  observation  was  highly  significant  (x^ 
= 4.9,  Idf)  (p  < 0.0268).  Results  are  shown  in 
Table  2. 

The  antiemetic  effects  of  the  Regimen  A and  B 
are  compared  in  Table  3.  Patients  recorded  fewer 
episodes  of  severe  vomiting  on  Regimen  A than  on 
Regimen  B.  Objectively,  50%  of  patients  on  Reg- 
imen A had  no  vomiting  episodes  and  slept  through- 
out the  chemotherapy  treatment.  This  was  a signif- 
icant difference  (x^  = 9.88,  Idf)  (p  < 0080). 
However,  when  perceived  episodes  of  vomiting  were 
compared  with  objective  assessment,  patients  re- 
ceiving Regimen  A overestimated  the  actual  number 
of  vomiting  episodes.  Patients  commented  that  the 
perceived  severity  (duration  and  volume)  of  vom- 
iting episodes  was  less  on  Regimen  A. 

Side  effects  of  Regimen  A versus  B are  shown 
in  Table  4.  Common  side  effects  were  sleepiness 
and  dizziness.  There  appeared,  however,  to  be  no 
significant  difference  in  side  efects  when  pentobar- 
bital was  added.  No  corticosteroid-related  toxicity 
was  seen. 

Discussion 

The  results  of  this  study  showed  that  the  addition 
of  pentobarbital  to  a combination  antiemetic  regi- 
men was  found  to  have  significant  effect  on  patient 
acceptance  of  cisplatin-induced  nausea  and  vomit- 
ing. Patients  chose  a combination  that  contained 
pentobarbital  in  70%  of  the  courses.  Sleep  and  the 
resultant  reduction  of  apprehension  towards  cispla- 
tin-induced emesis  were  main  reasons  patients  chose 
Regimen  A.  The  actual  number  of  patients  on  Reg- 
imen A who  did  not  vomit  was  significant.  In  50% 
of  the  courses  the  objective  assessment  of  its  antie- 
metic effect  was  complete,  most  likely  because  the 
patient  was  asleep  for  a major  duration  of  the  chem- 
otherapy. 

This  study  was  initially  designed  to  enroll  20 
patients,  but  observers  felt  apparent  marked  differ- 
ences were  noted  between  the  two  regimens  after 
twelve  patients  to  stop  the  trial. 

Anticipatory  nausea  and  vomiting  from  psycho- 
logical conditioning  toward  chemotherapy  can  make 
chemotherapy  treatments  debilitating  to  the  patient, 
her  family  and  her  healthcare  provider.'*  There  was 
concern  by  the  investigator  that  the  use  of  intra- 
venous pentobarbital  in  a “double-blind”  study 


TABLE  2 

CORRELATION  BETWEEN  REGIMENS  GIVEN  AND  THE  TWO 
PERFERRED  COURSES  CHOSEN  BY  PATIENT  (CIRCLED) 


Patient 

/ 

Course 

2 3 

4 

1 

B 

® 

® 

B 

2 

B 

® 

® 

A 

3 

A 

A 

® 

® 

4 

® 

B 

B 

® 

5 

® 

® 

B 

B 

6 

B 

® 

A 

® 

7 

® 

B 

B 

® 

8 

B 

® 

® 

A 

9 

® 

® 

B 

- 

10 

B 

- 

- 

- 

II 

B 

® 

® 

B 

12 

® 

B 

® 

A 

(-):  Refused  further  trial  and  dropped  from  study 
A:  Regimen  A 
B:  Regimen  B 


TABLE  3 

VOMITING  ASSOCIATED  WITH  REGIMEN  A 
VERSUS  REGIMEN  B 

(SUBJECTIVE  VERSUS  OBJECTIVE  ASSESSMENT) 


Regimen  A Regimen  B 


subjective 

Vomiting 

No  vomiting  6 (27%) 

1-3  episodes  7 (32%) 

>3  episodes  9 (41%) 

Tot.  observations  22 

objective  subective 

11(50%)  4(18%) 

4(18%)  3(14%) 

7 (32%)  15  (68%) 

22  22 

objective 

1 (4.5%) 
12  (54.5%) 
9 (41%) 
22 

TABLE  4 

SIDE  EFFECTS:  REGIMEN  A VERSUS  REGIMEN  B 

Regimen  A 

Regimen  B 

Side  effects 

sleepiness 

32% 

14% 

dizziness 

36% 

27% 

dry  mouth 

27% 

23% 

anxiety 

4.5% 

9% 

decreased  concentration 

9% 

9% 

feeling  “high” 

9% 

9% 

feeling  weak 

27% 

32% 

would  not  be  truly  “blinded”  to  the  patient  and 
healthcare  provider  because  of  pentobarbital’s  po- 
tentially rapid  sedating  effect.  Because  of  the  in- 
formed consent,  patients  expected  to  sleep  at  some- 
time during  two  of  the  first  four  chemotherapy 
treatments.  This  idea  struck  the  patient  as  a pleasant 


JANUARY  1989 


7 


one.  Though  not  actually  looked  for  during  the  study, 
nurses  often  recorded  on  the  data  sheet  sound  patient 
sleep  within  minutes  after  receiving  what  subse- 
quently was  Regimen  B.  Likewise  not  all  patients 
slept  immediately  when  given  Regimen  A.  This 
“placebo  effect”  of  Regimen  B helped  make  the 
study  a double-blind  trial. 

Patients  subjectively  had  more  vomiting  episodes 
than  was  objectively  recorded.  This  disparity  may 
be  explained  by  nausea  and  dry  heaves  experienced 
upon  wakening  and  perceived  by  sedated  patient  as 
vomiting  episodes.  Again,  patients  frequently  de- 
scribed these  “vomiting  episodes”  as  short  in  du- 
ration and  volume. 

The  results  agree  with  those  of  Sevin^  but  disagree 
with  Richards  et  aP  in  which  only  17%  of  patients 
using  secobarbital  and  prochlorperazine  had  less  than 
three  emetic  episodes.  The  difference  in  results  as 
suggested  by  Richards  may  be  the  intramuscular 
route  of  secobarbital  administration  in  their  study 
versus  the  intravenous  pentobarbital  used  in  this 
study.  Also,  the  addition  of  dexamethasone  to  our 
regimen  with  its  known  antiemetic  enhancing  effect 
make  the  comparison  between  the  two  studies  dif- 
ficult. 

The  combination  of  agents  used  in  this  study  was 
not  compared  with  metoclopramide  combinations 
presently  used  by  other  authors.^  This  intent  was  to 
analyze  pentobarbital’s  effect  in  a combination  an- 
tiemetic regimen  previously  studied  by  the  author, 
pentobarbital  is  not  known  to  have  an  antiemetic 
effect  by  itself.  Barbiturate-induced  sleep  during  the 
administration  of  chemotherapy  was  hypothesized 
to  effectively  reduce  the  number  of  vomiting  epi- 
sodes experienced  by  the  patient  and  reduce  pa- 
tient’s fears  regarding  the  side  effects  of  cancer 
chemotherapy,  making  the  chemotherapy  experi- 
ence much  more  tolerable  to  the  patient.  Sleep-in- 
ducing agents  such  as  pentobarbital  added  to  met- 
oclopramide combinations  may  enhance  their 
antiemetic  effect. 

Barbiturate-induced  sleep  continues  to  be  a safe 
addition  to  combination  antiemetic  regimens.  No 
patient  in  this  study  experienced  respiratory  depres- 
sion or  aspiration.  Such  findings  corroborate  what 
has  been  previously  reported.' 

It  is  concluded  that  intravenous  pentobarbital-in- 
duced sleep  when  added  to  a combination  antiemetic 


regimen  is  effective  in  reducing  vomiting  episodes 
and  providing  a more  pleasant  chemotherapy  ex- 
perience in  patients  receiving  cisplatin  containing 
chemotherapy.  This  data  suggest  larger  trials  with 
other  combination  antiemetic  regimens  that  include 
a sleep-inducing  agent,  such  agents  that  may  be 
effective  are  droperidol,  haloperidol  and  seco- 
barbital. ★★★ 

Keesler  AFB,  Mississippi  (39534-5300) 
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Mississippi  State  Board  of  Medical 
Licensure:  Annual  Report, 

July  1,  1987  — June  30,  1988 


FRANK  J.  MORGAN,  JR.,  M.D. 
Jackson,  Mississippi 


The  Mississippi  State  Board  of  Medical  Licen- 
sure is  the  state’s  legally  constituted  licensure  board 
of  physicians  (M.D.),  osteopathic  physicians  (D.O.), 
and  podiatrists  (D.P.M.).  The  Board,  which  meets 
bimonthly  on  the  third  Thursday  beginning  in  Jan- 
uary of  each  year  is  composed  of  nine  physicians 
appointed  to  staggered  terms  by  the  Governor.* *  The 
office  of  the  Board  of  Medical  Licensure  is  located 
at  2688-D  Insurance  Center  Drive  in  Jackson. 

The  Board  is  responsible  for  setting  policies  and 
professional  standards  regarding  the  practice  of  phy- 
sicians (M.D.),  osteopathic  physicians  (D.O.),  and 
podiatrists  (D.P.M.);  considering  applications  for 
licensure;  conducting  examinations  for  licensure; 
investigating  legitimate  drug  traffic  among  medical 
practitioners  under  the  Uniform  Controlled  Sub- 
stances Act,  conducting  investigations  in  discipli- 
nary matters  involving  violations  of  state  and  federal 
laws,  probation,  suspension  and  revocation  of  li- 
censes; considering  petitions  for  terminations  of 
probationary  and  suspension  periods  and  restoration 
of  revoked  licenses;  promulgating  reasonable  rules 
and  regulations  necessary  to  enable  it  to  discharge 
its  functions;  and  enforcing  the  provisions  of  the 
law  regulating  the  practice  of  medicine. 

The  administrative  functions  of  the  Board  are  per- 
formed under  the  direction  of  its  Executive  Officer, 
Frank  J.  Morgan,  Jr. , M.D. , by  seven  full-time  staff 
members,  including  three  investigators;  an  admin- 
istrative assistant;  a licensing  officer;  an  accountant. 

Dr.  Morgan  is  executive  officer  of  the  Mississippi  State  Board 
of  Medical  Licensure. 

*Members  of  the  Board  during  the  annual  reporting  period 
ending  June  30,  1988  were:  John  R.  Shell,  M.D.,  Vicksburg, 
president;  W.  W.  Walley,  M.D.,  Waynesboro,  vice  presi- 
dent; Walter  H.  Rose,  M.D.,  Indianola,  secretary;  Robert 
B.  Townes,  Jr.,  M.D.,  Grenada;  Charles  R.  Jenkins,  M.D., 
Laurel;  Gilbert  R.  Mason,  M.D.,  Biloxi;  Matthew  J.  Page, 
M.D.,  Greenville;  Albert  L.  Meena,  M.D.,  Jackson;  and 
Paul  H.  Moore,  Sr.,  M.D.,  Pascagoula. 


and  a secretary.  The  Board  of  Medical  Licensure  is 
supported  entirely  by  licensing  fees. 

Licensure 

Any  physician,  osteopathic  physician,  or  podia- 
trist desiring  to  practice  medicine  in  Mississippi  must 
first  obtain  a license  to  do  so  by  contacting  the 
Board.  When  an  inquiry  concerning  licensure  is  re- 
ceived, a questionnaire  to  elicit  certain  pertinent 
information  is  sent  to  the  practitioner.  Based  upon 
the  information  given  by  the  practitioner,  a deter- 
mination is  made  as  to  the  type  of  license  for  which 
he  is  eligible.  Names  of  references  submitted  on 
questionnaire,  as  well  as  the  American  Medical, 
Osteopathic,  or  Podiatric  Medical  Associations, 
other  states  in  which  the  practitioner  has  been  li- 
censed, and  hospitals  where  the  practitioner  has  held 
staff  privileges  are  sent  inquiries.  If  the  information 
received  is  favorable,  an  application  is  sent  to  the 
physician. 

Reciprocity/Endorsement 

The  Board  of  Medical  Licensure  may  grant  li- 
censes to  practice  medicine  without  examination  as 
to  learning,  to  graduates  in  medicine,  osteopathic 
medicine,  or  podiatry  who  hold  licenses  to  practice 
from  other  states,  provided  the  requirements  in  such 
states  are  equal  to  those  set  forth  by  this  Board.  In 
addition,  this  Board  may  affiliate  with  and  recog- 
nize for  the  purpose  of  waiving  examination,  dip- 
lomates  of  the  National  Board  of  Medical  Exam- 
iners and  National  Board  of  Podiatry  Examiners  in 
granting  licenses  to  practice  in  Mississippi. 

During  FY88,  603  practitioners  requested  appli- 
cations for  licensure  by  reciprocity  with  other  states 
or  through  endorsement  of  the  examinations  given 
by  the  National  Board  of  Medical,  Osteopathic,  and 
Podiatric  Examiners.  Based  upon  these  requests, 
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25 1 applications  were  processed  and  approximately 
4,997  reference  inquiries  were  made  by  the  Office 
of  Medical  Licensure  to  determine  the  eligibility  of 
applicants  for  a license  in  Mississippi. 

Following  receipt  of  favorable  certificates  of 
training  and  personal  interviews,  a total  of  206  phy- 
sicians, nine  osteopathic  physicians,  and  four  po- 
diatrists were  licensed  in  Mississippi. 

In  addition,  six  temporary  medical  licenses  which 
allowed  applicants  30  days  in  which  to  complete 
the  necessary  requirements  for  permanent  licensure 
were  issued. 

Effective  July  1,  1982,  an  amendment  to  the 
Medical  Practice  Act  permitted  the  issuance  of  tem- 
porary licenses  to  non-resident  and  retired  resident 
physicians  to  practice  for  up  to  90  days  in  licensed 
youth  camps  in  Mississippi.  Four  such  licenses  were 
issued  during  FY88.  One  temporary  license  was 
granted  a physician  who  is  enrolled  in  a fellowship 
of  addictionology  in  the  Mississippi  State  Medical 
Association  Impaired  Professionals  Program. 

Examination 

The  nationally  administered  Federation  Licensing 
Examination  (FLEX)  was  adopted  as  the  state’s 
medical  licensing  examination  in  1973.  The  three- 
day  FLEX  is  a written  objective-type,  comprehen- 
sive examination  which  tests  applicants  in  the  basic 
sciences,  clinical  sciences  and  clinical  competence. 
Beginning  in  June  1985,  a new  FLEX  examination 
was  administered  which  consists  of  two  compo- 
nents. Component  I is  designed  to  evaluate  meas- 
ureable  aspects  of  knowledge  and  understanding  of 
basic  and  clinical  science.  Component  II  focuses  on 
critical  abilities  and  knowledge  required  for  diag- 
nosis and  management  of  selected  ambulatory  and 
inpatient  clinical  problems  representing  a core  of 
clinical  situations  frequently  encountered  by  the 
physicians  licensed  for  the  independent  practice  of 
medicine.  A score  of  75  is  required  on  each  com- 
ponent for  passing.  The  FLEX  is  given  in  June  and 
December  of  each  year,  and  the  dates  are  set  by  the 
FLEX  Board  of  the  Federation  of  State  Medical 
Boards  of  the  United  States,  of  which  this  Board  is 
a member. 

Applicants  for  licensure  by  examination  are 
screened  in  the  same  way  as  those  seeking  licensure 
by  reciprocity.  References  are  obtained  and  creden- 
tials are  checked  thoroughly.  During  FY88,  111 
applicants  were  declared  eligible  and  took  the  ex- 
amination; 1 10  passed  both  components.  Those  ap- 
plicants who  were  successful  will  be  granted  licen- 
sure upon  their  submitting  documentation  of 


completion  of  one  year  of  accredited  postgraduate 
training. 

On  January  16,  1986,  the  Board  adopted  a new 
regulation  which  requires  physicians  seeking  licen- 
sure by  reciprocity  to  have,  within  ten  years  prior 
to  date  of  application,  taken  and  successfully  passed 
a written  medical  competency  examination  ap- 
proved by  the  Board.  Those  applicants  who  pos- 
sessed all  the  qualifications  for  licensure  by  reci- 
procity/endorsement with  the  exception  of  having 
successfully  passed  a written  medical  competency 
examination  were  required  to  take  and  pass  Com- 
ponent II  of  the  Federal  Licensing  Examination  in 
Mississippi.  Three  applicants  made  application  and 
took  Component  II.  Two  were  successful.  This  reg- 
ulation was  amended  on  May  1,  1988  to  state: 

An  applicant  who  otherwise  possesses  all  of 
the  qualifications  for  licensure  by  reciprocity/en- 
dorsement, but  has  not  been  examined  for  licen- 
sure in  a ten  (10)  year  period  prior  to  filing  his 
or  her  application,  must  pass  either  Component 
II  of  the  Federation  Licensing  Examination 
(FLEX)  or  the  Special  Purpose  Examination 
(SPEX)  as  administered  by  and  under  auspices 
of  the  Board,  unless  the  applicant: 

(1)  Submits  satisfactory  proof  of  current  certi- 
fication by  an  American  Medical  Association 
recognized  specialty  board  or  American  Os- 
teopathic Association  approved  specialty 
board;  or 

(2)  Submits  proof  that  the  applicant’s  sole  pur- 
pose for  seeking  licensure  is  to  serve  as  the 
Dean,  Chairman  of  the  Department,  or  Fac- 
ulty of  the  University  of  Mississippi  School 
of  Medicine.  In  such  case,  a license  shall 
remain  in  effect  so  long  as  Licensee  is  a mem- 
ber of  the  faculty  of  the  University  School 
of  Medicine. 

Beginning  in  Spring  1988,  SPEX  was  made  avail- 
able for  quarterly  administration:  March,  June,  Sep- 
tember and  December.  The  June  and  December 
SPEX  administrations  are  set  to  coincide  with  the 
last  day  of  the  respective  three-day  FLEX  admin- 
istration. 

In  March  1988  SPEX  was  administered  for  the 
first  time  in  Mississippi;  two  candidates  made  ap- 
plication and  took  SPEX.  Both  were  successful.  In 
June  1988,  four  candidates  made  application  and 
took  SPEX;  all  were  successful. 

The  Office  of  Medical  Licensure  obtained  doc- 
umentation of  completion  of  postgraduate  training 
in  behalf  of  124  physicians  who  passed  the  June 
and  December  1986  and  June  1987  FLEX  exami- 
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nation,  and  medical  licenses  were  issued  to  them. 

A total  of  48  restricted  temporary  licenses  were 
issued  for  the  period  July  1 , 1987  through  June  30, 
1988,  to  applicants  for  licensure  who  entered  their 
first  year  of  postgraduate  training  at  the  University 
of  Mississippi  Medical  Center,  Jackson.  The  tem- 
porary licenses  permitted  them  to  practice  only  within 
the  scope  of  their  respective  residency  training  pro- 
grams at  the  University. 

Limited  Institutional  Licensure 

In  addition  to  licensure  by  examination  and  rec- 
iprocity, state  law  also  provides  for  limited  insti- 
tutional licensure  which  is  available  only  to  grad- 
uates of  foreign  medical  schools  for  their 
employment  in  state-supported  institutions.  It  was 
the  intent  of  the  law  to  enable  Mississippi  institu- 
tions to  utilize  the  services  of  qualified  foreign  med- 
ical graduates  during  the  period  necessary  for  them 
to  meet  the  requirements  for  permanent  licensure. 

Based  upon  their  presenting  to  the  Office  of  Med- 
ical Licensure  their  original  medical  diplomas,  doc- 


umentation of  certificates  from  the  Educational 
Commission  for  Foreign  Medical  Graduates 
(ECFMG),  Visa  Qualifying  Examination  (VQE),  or 
Foreign  Medical  Graduate  Examination  in  the  Med- 
ical Sciences  (FMGEMS),  and  favorable  refer- 
ences, 21  applicants  were  issued  limited  institu- 
tional licenses  to  practice  in  state-supported 
institutions.  In  addition,  38  limited  institutional  li- 
censes were  renewed  during  this  period. 

Since  limited  institutional  licensure  was  estab- 
lished in  1971,  340  such  licenses  have  been  issued. 
As  of  June  30,  1988,  a total  of  60  of  the  limited 
institutional  licensees  have  met  all  requirements, 
including  passing  the  FLEX  and  fulfilling  the  post- 
graduate training  requirements,  and  have  been  is- 
sued permanent  medical  licenses  in  Mississippi. 

Certification  and  Verification 

A practitioner  originally  licensed  in  Mississippi 
by  examination  who  seeks  licensure  in  another  state 
through  reciprocity  must  have  his  license  in  this 
state  and  the  scores  he  obtained  on  the  licensure 


FY88  — REVENUES  AND  EXPENDITURES 

The  Board  of  Medical  Licensure  is  supported  entirely  by  funds  collected  from  the  following  licensure  fees: 

SCHEDULES  OF  FEES  — PHYSICIANS,  OSTEOPATHIC  PHYSICIANS,  AND  PODIATRISTS 
Examinations 

Both  Components 

500.00 

Component  I 

325.00 

Component  II 

375.00 

SPEX 

375.00 

Courtesy  Candidate  Fee  (from  other  States) 

150.00 

Reciprocity /Endorsement 

500.00 

Limited  Institutional  License 

200.00 

Annual  Renewal 

40.00 

Late  renewal  penalty  after  June  30 

25.00 

Additional  penalty  each  month  thereafter 

5.00 

Certification  of  license  to  another  state 

25.00 

Temporary  license  (M.D./D.O.  only) 

50.00 

Duplicate  license 

100.00 

Letters  of  Good  Standing 

25.00 

Duplicate  Renewal  Card 

10.00 

THE  FY88  BUDGET: 

Salaries 

261,555.00 

Travel  and  Subsistence 

21,446.00 

Contractual 

152,068.00 

Commodities 

16,813.00 

Capital  Outlay  Equipment 

19,080.00 

Subsidies,  Loans  and  Grants 

612.00 

471,574.00 

JANUARY  1989 


11 


examination  certified  by  this  Board  to  the  recipro- 
cating state.  Such  certifications  were  made  for  408 
by  the  Office  of  Medical  Licensure  during  FY88 
and  97  letters  of  good  standing  were  completed. 

The  Board  also  verified  the  licensure  status  of 
practitioners  to  health  care  providers,  health  insur- 
ance carriers,  licensing  boards  of  other  states,  and 
state  and  federal  law  enforcement  and  regulatory 
agencies.  Approximately  5,000  verifications  of  li- 
censure were  made  by  this  Board  during  FY88. 

Annual  Renewal 

The  license  of  every  physician,  osteopathic  phy- 
sician, and  podiatrist  licensed  to  practice  in  the  state 
must  be  renewed  annually.  On  or  before  May  1 of 
each  year,  an  application  for  renewal  of  license  is 
mailed  to  all  practitioners  licensed  by  this  Board  to 
practice  in  Mississippi.  The  application  must  be 
completed  and  returned  to  the  Board  along  with  the 
renewal  fee  by  June  30. 

Based  upon  information  given  on  the  renewal 


applications,  as  of  July  1,  1987,  there  were  5,669 
physicians  licensed  to  practice  medicine  in  Missis- 
sippi. Of  this  number,  3,544  resided  and  practiced 
in  state  and  2,125  resided  out  of  state. 

A total  of  2,492  physicians  worked  in  the  primary 
care  specialties,  which  include  family  practice,  gen- 
eral practice,  internal  medicine,  pediatrics,  and  ob- 
sterics  and  gynecology. 

On  May  1,  1988,  5,892  applications  for  license 
reregistration  were  mailed.  As  of  June  30,  1988, 
5,676  practitioners  had  renewed  for  the  period  July 
1,  1988  through  June  30,  1989;  3,396  practiced  and 
resided  in  Mississippi  and  2,280  resided  out  of  state, 
but  elected  to  maintain  current  licensure  in  Missis- 
sippi. 

Investigations 

Under  the  direction  of  the  Executive  Officer,  the 
Board’s  three  investigators  carried  out  the  respon- 
sibilities of  investigating  alleged  violations  of  the 
Medical  Practice  Act  and  the  Mississippi  Uniform 


FY  88  STATISTICS  (July  1,  1987-June  30,  1988) 

MISSISSIPPI  STATE  BOARD  OF  MEDICAL  LICENSURE 

LICENSURE 

Permanent  Licenses  Issued 

343 

Reciprocity 

219 

Examination 

124 

Temporary  Licenses  Issued 

48 

Limited  Institutional  Licenses  Issued 

21 

Licenses  Certified  to  Other  States 

408 

Applicants  Taking  FLEX 

111 

Applicants  Taking  SPEX 

6 

Licenses  Renewed 

5,676 

In-State 

3,396 

INVESTIGATIVE 

Pharmacies  Profiled 

433 

Investigations  Conducted 

83 

Complaints  Received 

193 

Hearings 

4 

Revocations 

2 

Suspensions 

1 

License  by  Reciprocity  Denied 

1 

Voluntary  Surrender  of  DEA  Certificates 

7 

Personal  Abuse 

3 

Excessive  Prescribing 

4 

Consent  Agreements  Executed 

14 

Suspension  of  License,  Suspension  Stayed 

6 

License  Placed  on  Probation 

3 

License  Restricted 

2 

License  Surrendered 

2 

License  Suspended 

1 

Complete  or  Partial  Surrender  of  DEA  Privileges 

5 

Voluntary  Surrender  of  Licenses 

2 
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Controlled  Substances  Act  as  it  applies  to  medical 
practitioners.  During  the  fiscal  year  the  Board  re- 
ceived 193  complaints  regarding  alleged  violations 
from  various  sources  including  state  and  federal  law 
enforcement  officials,  state  and  federal  regulatory 
agencies,  hospital  administrators,  local  and  state 
medical  societies,  medical  licensing  boards  of  other 
states,  health  professionals  and  lay  individuals.  A 
total  of  83  practitioners  or  individuals  were  inves- 
tigated by  the  Medical  Board  investigative  staff.  In 
conducting  these  investigations  and  inspections  a 
total  of  433  pharmacies  were  profiled  throughout 
the  State  of  Mississippi.  Analysis  of  the  83  inves- 
tigations revealed  68  practitioners  were  investigated 
for  suspicious  or  excessive  prescribing  of  controlled 
substances,  three  involved  personal  abuse  of  con- 
trolled substances,  two  involved  criminal  investi- 
gations which  were  primarily  in  assistance  capaci- 
ties to  other  agencies,  two  investigations  involved 
practitioners  with  mental  illness,  one  investigation 
involved  an  illegal  practitioner,  two  involved  ad- 
vertising practitioners  and  three  involved  follow-up 
compliance  investigations.  Of  the  68  investigations 
involving  suspicious  or  excessive  prescribing  pat- 
terns, 17  of  these  practitioners  were  written  letters 
by  the  Executive  Officer  warning  them  against  fu- 
ture violation  of  federal  and  state  laws  regarding 
prescribing  of  controlled  substances.  Additionally, 
31  urine  screens  were  collected  and  three  audits 
were  accomplished. 

As  a result  of  the  investigations,  7 practitioners 
voluntarily  surrendered  their  privileges  (DEA  Cer- 
tificate) authorizing  them  to  handle  controlled  sub- 
stances. Four  of  these  surrenders  involved  physi- 
cians who  were  personally  abusing  controlled 
substances  and  three  involved  physicians  who  were 
prescribing  controlled  substances  to  patients  oth- 
erwise than  in  the  course  of  legitimate  professional 
practice.  A total  of  20  visits  were  made  to  these 
physicians  by  the  investigative  staff. 


Disciplinary  Actions 

Additionally,  investigations  conducted  by  the 
Board  resulted  in  four  disciplinary  hearings.  Fol- 
lowing consideration  of  these  matters,  two  licenses 
were  revoked,  one  license  was  suspended  and  one 
license  by  reciprocity  was  denied. 

The  Board  denied  one  petition  for  a re-hearing 
and  held  one  public  hearing  wherein  it  adopted  reg- 
ulations governing  the  administration,  dispensing 
and  prescribing  of  controlled  substances  which  be- 
came effective  October  1,  1987.  In  other  actions, 
the  Board  temporarily  suspended  two  medical  li- 
censes. 

There  were  three  petitioners  for  removal  of  re- 
strictions from  medical  licenses;  one  was  granted 
and  two  were  denied. 

In  other  Board-considered  cases,  15  physicians 
had  their  controlled  substances  prescribing  privi- 
leges partially  restored  and  four  physicians  were 
denied  permission  to  reregister  with  the  Drug  En- 
forcement Administration  for  prescribing  privi- 
leges. Three  physicians  were  granted  reinstatement 
of  their  medical  licenses,  but  one  of  these  remains 
on  probation. 

Eight  applications  for  licensure  by  reciprocity  were 
considered  individually  by  the  Board  because  pre- 
liminary investigations  of  the  practitioner’s  creden- 
tials revealed  possible  unfavorable  information.  As 
a result,  three  applications  were  placed  in  abeyance, 
three  licenses  were  granted,  one  was  denied  and  one 
physician  was  requested  to  appear  before  the  Board. 

Entering  into  Consent  Agreements  with  14  phy- 
sicians, the  Board  placed  three  medical  licenses  on 
probation;  six  licenses  were  suspended,  with  sus- 
pension stayed  with  probationary  terms  and  con- 
ditions; restrictions  were  placed  on  two  licenses; 
voluntary  surrenders  were  accepted  in  two  agree- 
ments and  one  license  was  suspended.  ★★★ 

2688  Insurance  Center  Drive  (39216) 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
211  E.  Pearl  St.  /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 
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THE  PRESIDENT’S  PAGE 

DAVID  R.  STECKLER,  M.D. 


‘‘No  More  Medicare  Cuts” 


It  probably  comes  as  no  suqDrise  in  view  of  the  “no  taxes” 
rhetoric  of  the  recent  presidential  campaign  that  the  Reagan 
Administration  leaves  office  proposing  that  the  new  administra- 
tion and  Congress  cut  $5  billion  from  future  Medicare  funding. 
This  in  addition  to  the  some  $30  billion  in  cuts  made  in  the 
program  over  the  past  several  years. 

It  is  timely  for  each  of  us  to  write  our  Congressional  Delegation 
and  say  “no  more  Medicare  cuts!”  The  proposed  reduction  would 
occur  primarily  in  hospital  and  physician  payments.  This  would 
be  particularlly  detrimental  in  a rural  state  such  as  ours  where 
payments  for  physicians’  services  have  been  traditionally  low 
compared  to  the  rest  of  the  country  and  most  hospitals  are  clas- 
sified as  non-urban,  thus  receiving  lower  payments  under  Med- 
icare’s DRG  reimbursement  policies. 

In  concert  with  our  plea  for  “no  more  Medicare  cuts”  let’s 
also  rededicate  and  emphasize  our  efforts  to  practice  cost  effective 
medicine.  The  cost  of  Medicare  Part-B  services  has  been  increas- 
ing 3-4  times  the  rate  of  inflation.  Congress,  among  others,  is 
greatly  concerned  about  this  increase.  There  are  many  reasons 
for  the  increase  — the  aging  of  the  Medicare  population,  new 
and  more  expensive  technology,  etc.  — but  the  fact  remains  that 
we  either  provide  or  order  some  75  percent  of  every  dollar  spent 
on  health  services.  It  behooves  us  to  become  more  cost  effective 
and  cost  conscious  — and  to  demonstrate  this  to  the  people  who 
are  paying  the  bill.  Does  your  hospital  medical  staff  for  example 
conduct  an  economic  grand  rounds?  Do  you  order  that  chairlift 
your  Medicare  patient  saw  on  TV  merely  because  it’s  convenient? 

Let’s  ask  for  “no  more  Medicare  cuts”  and  also  demonstrate 
that  we  are  doing  our  part  to  control  Medicare  costs. 
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Redirect  Charity  Hospital  Funds 
To  Expand  Medicaid,  Benefit  Poor 

I wish  the  people  who  are  creating  the  ruckus 
over  the  prospect  of  closing  Mississippi’s  charity 
hospitals  would  quit  trying  to  masquerade  as  friends 
of  the  poor.  The  poor  people  of  Mississippi  are  not 
well  served  medically  by  these  hospitals,  which  are 
maldistributed,  chronically  underfunded,  poorly 
equipped  by  modem  standards  and  approaching  the 
time  when  major  expenditures  will  be  required  to 
keep  them  functional. 

Only  Laurel,  Vicksburg  and  Meridian  now  have 
such  facilities.  While  the  charity  hospitals  are  viewed 
by  many  folks  in  those  communities  as  valuable 
local  industries,  it  doesn’t  seem  exactly  right  in  an 
economic  sense  for  citizens  of  Clarksdale,  for  ex- 
ample, to  pay  taxes  which  go  to  support  the  econ- 
omy of  Laurel  while  their  own  hospital  has  to  absorb 
the  losses  incurred  in  treating  local  citizens  who 
have  no  resources  to  pay  for  health  care. 

The  tax  money  that  everybody  spends  on  health 
care  could  be  multiplied  five  times  by  the  federal 
match  if  spent  on  health  care  for  medically  indigent 
citizens  through  the  Medicaid  program.  If  ±ese  three 
cities  that  have  charity  hospitals  prize  them  highly 
enough,  the  cities  and/or  counties  involved  could 
continue  their  operation  with  local  funds. 

The  expansion  of  Medicaid  would  lighten  the 
economic  burden  of  running  charity  hospitals  for 
local  city  and  county  governments  by  increasing 
their  fee  for  service  earnings.  Everybody  with  a 
conscience,  however,  has  to  be  concerned  about  the 
quality  of  care  people  will  receive  in  such  facilities 
in  the  future. 

As  for  the  state  of  Mississippi,  its  leaders  need 
to  direct  their  full  attention  to  the  difficult  task  of 
devising  comprehensive  programs  to  help  meet  the 


medical  needs  of  all  of  its  citizens  in  an  affordable 
fashion.  The  charity  hospitals  cannot  reasonably  be 
expected  to  contribute  significantly  to  this  quest. 
They  are,  indeed,  a part  of  the  overall  problem. 

W.  Lamar  Weems,  M.D. 

Jackson,  MS 

(Ed.  Note:  Reprinted  from  the  Clarion-Ledger Uackson 
Daily  News,  December  15,  1988.) 

Medico-Legal  Brief 

Private  Hospital's  Staff  Privileges  Decisions  Not 
Judicially  Reviewable 

A decision  by  a private  hospital  not  to  grant  a 
physician  staff  privileges  was  not  judicially  review- 
able,  the  Illinois  Supreme  Court  mled. 

A pediatrician  had  a working  relationship  with  a 
group  of  obstetricians  and  gynecologists.  In  January 
1984,  the  ob-gyn  physicians  were  admitted  to  the 
hospital’s  medical  staff.  The  pediatrician  applied  for 
staff  privileges  but  was  turned  down  because  the 
pediatrics  department  did  not  need  another  pedia- 
trician with  his  particular  qualifications.  He  was 
granted  a meeting  after  which  his  application  was 
again  rejected. 

He  filed  suit  charging  conspiracy  to  interfere  with 
his  business  relationship  with  the  ob-gyn  physi- 
cians, restraint  of  trade,  and  fraud.  He  claimed  that 
denial  of  staff  privileges  should  be  reviewable  as  a 
matter  of  public  policy.  The  trial  court  dismissed 
his  complaint,  saying  that  a private  hospital  has  the 
right  to  refuse  to  appoint  a physician  to  its  medical 
staff  and  that  refusal  was  not  subject  to  judicial 
review. 

An  appellate  court  reversed,  holding  that  courts 

(Continued  on  page  30) 


JANUARY  1989 


15 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


PISNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


MEDICAL  ORGANIZATION 


Drug  Controversies  Top 
Year  in  Medicine  1988 

Controversies  over  drugs  — the  familiar,  the  ex- 
otic, the  dangerous,  and  the  much-needed  — dom- 
inated the  Year  in  Medicine  in  1988. 

Other  top  medical  news  this  past  year  included 
some  key  policy  and  scientific  developments  in  the 
ongoing  AIDS  battle,  intensified  interest  in  the  scope 
of  misconduct  and  fraud  in  science,  and  renewed 
debate  over  euthanasia  sparked  by  an  essay  in  JAMA. 

The  drug  debates  began  with  a New  England 
Journal  of  Medicine  study  suggesting  that  taking  an 
aspirin  every  other  day  can  greatly  reduce  the  risk 
of  heart  attacks.  But  the  study’s  caution  that  aspirin 
can  have  serious  side  effects  in  certain  patients,  and 
word  of  a related  British  study  that  did  not  offer 
such  positive  results,  failed  to  get  much  attention. 
The  Food  and  Drug  Administration  later  issued 
strong  cautions  to  aspirin  makers  and  physicians  not 
to  over-sell  aspirin’s  benefits. 

A similar  controversy  followed  when  JAMA  pub- 
lished a report  suggesting  that  topical  tretinoin  (Re- 
tin- A),  a long-used  acne  drug,  could  eliminate  some 
of  the  wrinkles  and  other  symptoms  of  sun-aged 
skin.  This  seemingly  too-good-to-be-true  report  also 
caused  a surge  of  media  attention  and  demand  for 
Retin- A.  FDA  Commissioner  Frank  Young,  M.D., 
eventually  issued  a strong  statement  reminding  phy- 
sicians and  patients  that  the  drug’s  anti-aging  effects 
needed  more  study. 

A related  acne  drug,  oral  isotretinoin  (Accutane), 
also  was  the  subject  of  debate  following  reports 
linking  its  use  by  pregnant  women  to  a number  of 
cases  of  birth  defects  even  though  the  drug  is  not 
supposed  to  be  used  during  pregnancy. 

Controversy  over  the  use  of  drugs  — particularly 
steroids  — in  sports  peaked  when  Canadian  sprinter 
Ben  Johnson  was  stripped  of  his  Olympic  gold  medal 
after  testing  positive  for  one  of  these  muscle-build- 
ing substances.  The  furor  focused  new  attention  not 
only  on  the  widespread  use  of  these  potentially  dan- 
gerous drugs  by  professional  athletes,  who  see  them 
as  a quick  source  of  muscle  bulk  and  strength,  but 
also  their  apparent  widespread  availability  to  ama- 
teur athletes  and  others. 

The  FDA  responded  to  demands  that  it  streamline 
its  process  of  making  experimental  drugs  available 
to  desperately  ill  patients  for  whom  no  other  treat- 


ment exists.  The  FDA  first  announced  that  such 
patients  would  be  able  to  import  drugs  not  yet  gov- 
ernment-approved, and  later  announced  plans  to 
shorten  the  existing  three-step  drug  testing  process 
for  agents  showing  promise  against  serious  disease. 

“This  concept  takes  into  account  the  need  to  weigh 
the  risks  and  benefits  of  a new  drug  against  the 
severity  of  the  disease  to  be  treated  and  the  avail- 
ability or  absence  of  alternative  therapies,’’  AM  A 
Executive  Vice  President  James  H.  Sammons,  M.D., 
said  of  the  FDA  proposal  to  make  the  three-phase 
approval  process  more  efficient.  “We  believe  the 
proposed  change  affirms  free  and  informed  deci- 
sion-making by  patient  and  physician  in  cases  where 
a drug  with  some  risks  may  be  preferable  to  the 
certain  outcome  of  a disease.’’ 

Another  drug  debate  seen  in  1988  concerned  the 
cost-effectiveness  of  a new  blood  clot-dissolving 
drug,  tissue  plasminogen  activator,  or  TPA.  At  is- 
sue was  whether  TPA,  which  is  much  more  expen- 
sive than  streptokinase,  is  worth  the  extra  cost  in 
treating  heart  attack  patients. 

The  subject  of  fraud  and  misconduct  in  scientific 
research  was  examined  in  numerous  reports  in  the 
scientific  press  and  lay  media  this  past  year.  Some 
within  the  scientific  community  cautioned  that  the 
debate  not  only  was  overblown  but  blurred  the  line 
between  error,  which  is  inherent  in  the  scientific 
process,  and  deliberate  misconduct.  Others  argued 
that  the  fraud  cases  underscore  the  problem  of  an 
increasingly  competitive  system  of  research  funding 
and  advancement  that  encourages  cheating  and  slop- 
piness and  resists  self-correction.  The  debate  was 
fueled  by  Congressional  hearings  and  the  first-ever 
indictment  of  a scientist  accused  of  fraudulently  ob- 
taining federal  research  funding. 

Euthanasia,  a topic  long-discussed  in  medical  and 
lay  circles,  received  renewed  attention  withJAMA’s 
publication  of  the  essay,  “It’s  Over,  Debbie,’’  in 
which  an  unidentified  physician  appeared  to  admit 
to  the  deliberate  morphine-induced  death  of  a young 
woman  dying  of  cancer.  The  essay  indicated  that 
the  physician  met  the  patient  for  the  first  time  shortly 
before  giving  her  the  injection. 

The  essay  generated  a legal  debate  that  nearly 
dwarfed  the  discussion  that  JAMA's  editor  sought 
to  highlight  by  publishing  it.  State  prosecutors  sought 
to  force  the  Journal,  which  agreed  to  publish  the 
essay  on  the  condition  that  its  author  not  be  named. 
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YEAR  IN  MEDICINE 

(Continued  from  page  17) 

to  reveal  the  physician’s  identity,  contending  that  a 
crime  appeared  to  have  been  committed.  Those  ef- 
forts were  rebuffed  in  court. 

Letters  to  JAMA  and  other  published  reports  over- 
whelmingly condemned  the  essayist’s  self-de- 
scribed actions  and  largely  criticized  the  JournaVs 
publishing  decision.  The  essay  itself  was  attacked 
as  ambiguous  and  undocumented;  questions  were 
raised  about  whether  the  author’s  actions,  as  de- 
scribed, were  sufficient  to  cause  death.  There  even 
were  suggestions  that  the  essay  was  fictional. 

The  AIDS  toll  continued  to  mount  in  1988,  with 
the  Centers  for  Disease  Control’s  cumulative  case 
total  topping  80,000  by  year’s  end.  Two  major  AIDS 
reports  were  released  in  1988,  including  that  of  the 
Presidential  Commission  on  the  HIV  Epidemic. 
Among  the  panel’s  more  than  700  proposals  was  a 
call  for  strong  anti-discrimination  safeguards  for 
those  infected  with  HIV,  as  well  as  a recommen- 
dation for  more  funding  for  research,  treatment  and 
education.  A related  report  by  the  National  Acad- 
emy of  Sciences’  Institute  of  Medicine  also  called 
for  additional  funding  and  for  AIDS  education  ef- 
forts to  become  a priority  nationwide,  not  just  in 
“high-risk”  areas. 

On  the  research  side,  there  was  word  that  HIV 
can  “vanish”  following  infection  and  remain  un- 
detectable for  years,  underscoring  the  need  for  more 
sensitive  detection  methods.  There  also  were  reports 
confirming  the  ability  of  zidovudine  (formerly  AZT), 
to  greatly  improve  AIDS  patient  survival,  and  stud- 
ies describing  an  exciting  new  animal  model  for 


research  on  AIDS  and  other  immune  system  ab- 
normalities — mice  into  which  a human  immune 
system  can  be  implanted. 

Other  major  medical  stories  in  1988: 

• Release  of  a Harvard  study,  the  Resource-Based 
Relative  Value  Scale,  proposed  as  a possible  system 
for  reforming  Medicare  reimbursement  to  physi- 
cians. 

• An  explosion  in  consumer  demand  for  oat  bran 
following  studies  suggesting  such  soluble  fiber  could 
be  an  inexpensive  means  of  lowering  serum  cho- 
lesterol. 

• New  emphasis  on  the  shortage  of  nurses  in  the 
nation’s  hospitals  following  an  AM  A proposal  to 
create  a new  category  of  health  care  worker,  the 
Registered  Care  Technologist,  and  a federal  com- 
mission’s report  on  the  shortage. 

• Concern  over  the  accuracy  of  Pap  smears  and 
other  clinical  laboratory  tests  following  a Pulitzer 
Prize- winning  series  of  Wall  Street  Journal  articles. 

• Debate  over  the  use  of  fetal  tissue  and  organs 
from  anencephalic  newborns  in  research  and  ther- 
apy. 

• Efforts  to  limit  medical  residents’  on-duty  hours 
and  improve  attending  physician  oversight  of  phy- 
sicians-in-training . 

• Reevaluation  of  the  efficacy  of  brain  implants 
for  the  treatment  of  neurological  disorders,  partic- 
ularly Parkinson’s  disease. 

• Final  FDA  approval,  after  years  of  study  and 
experimental  use,  of  topical  application  of  the  an- 
tihypertension drug  minoxidil  to  treat  baldness. 

• Appointment  of  Nobel  laureate  James  Watson 
to  head  the  massive,  federally  funded  project  to  map 
and  sequence  the  human  genome. 


MSMA's  121st  Annual  Session 

May  31 -June  4,  1989 
Mark  your  calendar  now 
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UMC  Announces 
Faculty  Appointments 

Four  have  been  named  in  faculty  appointments 
and  promotions  in  the  Schools  of  Medicine  and 
Health  Related  Professions  and  Centerwide  at  the 
University  of  Mississippi  Medical  Center. 

In  the  Medical  School,  Dr.  Tsunemichi  Shirota 
was  named  instructor  in  medicine  (research),  and 
Dr.  Diane  Beebe  was  promoted  to  assistant  profes- 
sor of  family  medicine. 

Ann  Peden  was  named  assistant  professor  of  health 
record  administration  in  the  School  of  Health  Re- 
lated Professions. 

Centerwide,  Dr.  David  Martin  Stride  was  named 
instructor  in  physiology  and  biophysics. 

Dr.  Shirota  earned  the  M.D.  in  1974  and  the 
Ph.D.,  in  1981  at  Tokyo  Medical  College,  where 
he  was  on  the  medical  staff  from  1974-1981,  in- 
structor in  internal  medicine  from  1981-1987  and 
lecturer  in  the  Third  Department  of  Internal  Medi- 
cine since  1987. 

Dr.  Beebe  earned  the  B.A.,  cum  laude,  in  1980 
at  Ole  Miss  and  the  M.D.  in  1984  at  the  University 
of  Mississippi  Medical  Center.  She  took  her  intern- 
ship and  residency  at  the  Medical  Center,  where  she 
was  chief  resident  in  family  medicine  from  1986- 
1987.  Since  1987,  she  has  been  an  instructor  in 
family  medicine  and  assistant  director  of  the  student 
division  of  the  department. 

Ms.  Peden  earned  the  B.A.  in  1972  at  Ole  Miss, 
the  certificate  in  medical  record  administration  in 
1974  at  UMC,  and  the  M.B.A.  in  1985  at  Louisiana 
Tech  University.  She  was  director  of  the  medical 
record  department  at  St.  Francis  Medical  Center  at 
Monroe,  Louisiana  from  1975-1977,  and  has  since 
been  on  faculty  as  instructor  and  assistant  professor 
in  medical  record  science  at  Louisiana  Tech  Uni- 
versity at  Ruston.  She  also  has  been  assistant  di- 
rector of  the  medical  record  administration  program 
there  since  1973,  and  was  director  of  medical  record 
technology  from  1981-1985. 

Dr.  Strick  earned  the  B.S.  in  1980  at  the  Uni- 
versity of  Toledo  at  Toledo,  Ohio.  He  took  his  pre- 
doctoral  training  in  physiology  at  the  Medical  Col- 
lege of  Ohio  from  1985-1986,  where  he  earned  the 
Ph.D.  in  1988.  He  has  been  a postdoctoral  fellow 
in  physiology  and  biophysics  at  the  Medical  Center 
since  1987. 


POSTGRADUATE 

CALENDAR 


January 

Pediatric  Advanced  Life  Support  Provider 
Course 
Jan.  18-20 

University  Medical  Center 
February 

Advanced  Trauma  Life  Support  Instructor 
Course 
Feb.  16-18 

University  Medical  Center 

For  more  information  or  a program  brochure, 
contact  the  University  of  Mississippi  Medical  Cen- 
ter Division  of  Continuing  Health  Professional  Ed- 
ucation, 2500  North  State  Street,  Jackson,  Missis- 
sippi 39216-4505;  or  call  (601)  984-1300. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 


2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 
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PERSONALS 


Bernard  Blumenthal  of  UMC  made  a presenta- 
tion at  the  Southern  Medical  Association  meeting 
in  New  Orleans. 

Stephani  E.  Brundage  of  New  Augusta  has  been 
named  a fellow  of  the  American  Academy  of  Family 
Physicians. 

Van  Burnhan,  Jr.  , of  Clarksdale  recently  was  rec- 
ognized for  30  years  of  continued  membership  in 
the  American  Academy  of  Family  Physicians. 

Swan  Burrus  of  Tupelo  has  been  elected  chairman 
of  the  Mississippi  Section  of  the  American  College 
of  Obstericians  and  Gynecologists. 

Gloria  Butler  of  Port  Gibson  has  been  named  a 
fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Robert  Coghlan  of  Aberdeen  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 


We  earn 

your  trust  every  day.  “ 


Trustmark. 

National  Bank 

Jackson/Bogue  Chitto/Brookhaven/Canton/Chnton/Columbis 
Georgalow^/GlOftar/Gr•anvlll•/Graenwood/Han>a•burg/Hatla^urs( 
La(ar>d/l.ibe>Ty/Madisco/Magaa/McComb/Paari/Patal/Ridgalan<] 
TylenowA/Wesson 

FOlC 


C.  Ron  Cannon  and  T.  D.  Blanton  of  Jackson 
made  a presentation  at  the  Southern  Medical  As- 
sociation meeting  in  New  Orleans.  Dr.  Cannon  also 
presented  a paper  at  the  annual  meeting  of  the  Amer- 
ican Academy  of  Otolaryngology/Head  and  Neck 
Surgery  in  Washington,  and  conducted  a class  on 
facial  plastic  surgery  at  River  Oaks  Hospital  in  Jack- 
son. 

Robert  Cook  of  Hattiesburg  has  been  recertified 
for  membership  in  the  American  Academy  of  Fam- 
ily Physicians. 

Bertin  Chevis  of  Bay  St.  Louis  has  been  elected 
president  of  the  medical  staff  at  Hancock  Medical 
Center.  Other  officers  are  Bertrand  Sy,  vice-pres- 
ident; Craig  Dawkins,  secretary;  and  Andrew 
Martinolich,  member-at-large. 

Robert  Coghlan  of  Aberdeen  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

SuMAN  Das  of  UMC  attended  a meeting  of  program 
directors  of  Plastic  and  Reconstructive  Surgeons  in 
St.  Louis,  Missouri. 

Edwin  Dodd  of  Jackson  presented  a paper  at  the 
annual  meeting  of  the  American  Society  of  Anes- 
thesiologists in  San  Francisco  and  spoke  at  the  an- 
nual meeting  of  the  Mississippi  State  Society  of 
Anesthesiologists  in  Jackson. 

William  Eure  of  Bay  Springs  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Norman  D.  Ervin  of  Columbia  has  been  named  a 
fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Donald  C.  Faucett  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmic  plastic  and 
reconstructive  surgery,  cosmetic  and  reconstructive 
eyelid,  orbital  and  lacrimal  surgery,  and  ophthalmic 
oncology  at  971  Lakeland  Drive,  Suite  200,  in  Jack- 
son. 

The  Field  Memorial  Community  Hospital  in  Centre- 
ville  recently  held  an  open  house  in  celebration  of 
its  60th  Anniversary. 

James  Griffith  of  UMC  presented  a paper  and 
conducted  a workshop  at  the  46th  annual  conference 
of  the  American  Association  for  Marriage  and  Fam- 
ily Therapy  in  New  Orleans. 

Armin  Haerer  of  UMC  was  examiner  for  the 
American  Board  of  Psychiatry  and  Neurology  in 
Chicago. 
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John  B.  Hicks  of  Meridian  has  been  elected  to 
fellowship  in  the  American  College  of  Cardiology. 

Richard  Hollis  of  Amory  has  been  elected  chair- 
man of  the  South  Central  District  of  the  American 
College  of  Obstetricians  and  Gynecologists. 

Mark  S.  Huffman  of  has  associated  with  Pathol- 
ogy Associates  of  Hattiesburg  for  the  practice  of 
anatomic  and  clinical  pathology. 

James  Hughes  of  UMC  was  guest  speaker  at  the 
annual  Austin  Moore  Orthopedic  Clinic  meeting  in 
Columbia,  South  Carolina. 

Ronald  Kendig  of  UMC  spoke  at  the  Pediatric 
Seminar  in  Orthopedic  Surgery  in  New  Orleans. 

Ron  Krueger  of  UMC  presented  a paper  at  a meet- 
ing in  San  Antonio  of  the  Association  of  Military 
Surgeons  of  the  United  States. 

Steven  Liverman  of  Wesson  has  been  named  a 
fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 


Jose  Madara,  Jr.  of  Booneville  was  named  a fel- 
low of  the  American  College  of  Surgeons  at  the 
75th  convocation  of  the  College  in  Chicago. 

Lynn  McMahan  of  Hattiesburg  was  inducted  into 
the  University  of  Southern  Mississippi  Hall  of  Fame. 

F.  Lamar  McMillin  of  Vicksburg  has  been  named 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

W.  E.  Moak  of  Richton  has  been  recertified  as  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

John  Morrison  of  UMC  recently  was  speaker  at  a 
meeting  of  the  Roanoke  (Virginia)  Ob-Gyn  Society. 

Phil  Nelson  of  Jackson  has  been  named  a fellow 
of  the  American  College  of  Radiology. 

Brantley  B . Pace  of  Monticello  has  been  named 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 


TOIRO 

INFIRMARY 

CENTER  FOR  CHRONIC  PAIN 
AND  DISABILITY  REHABILITATION 

• Comprehensive  combined  evaluation 

• Multi-specialty  team  selection  of 

and  treatment 

consultants 

• 4 to  5 week  inpatient  program 

• Weekly  reports  and  conferences 

Rehab/medication/emotional  management 

• Physical  capacity  and  work  evaluation 

• Preadmission  review  and  interview  of  all  cases 

• Physican  referrals 

• Accredited  by  the  Commission  on 

• 11  years  Mew  Orleans  experience  with 

Accreditation  of  Rehabilitation  Facilities 

1,400  patients 

Referrals/Info 

R.H.  Morse,  M.D. 

Jackie  Chauvet  (504)  897-8404 

Medical  Director 
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Lessa  Phillips  of  UMC  attended  a national  advi- 
sory board  meeting  of  Modern  Medicine  in  Nan- 
tucket Island,  Maryland. 

Lyndon  Perkins  of  Tupelo  spoke  at  a meeting  of 
the  Arkansas  State  Society  for  Respiratory  Care. 

Sidney  Prosser  has  associated  with  the  John  C. 
Longest  Student  Health  Center  at  Mississippi  State 
University. 

Seshadri  Raju  of  UMC  was  a member  of  the  fac- 
ulty for  the  15th  annual  Symposium  on  Current  Crit- 
ical Problems  and  New  Horizons  in  Vascular  Sur- 
gery in  New  York. 

Eldon  S.  Reed  has  associated  with  Surgicare  of 
Jackson  for  the  practice  of  anesthesiology  and  has 
been  named  medical  director. 

Travis  Q.  Richardson  of  Drew  has  been  named 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Carol  Scott-Conner  of  UMC  attended  an  exec- 
utive council  meeting  and  presented  a paper  at  the 
Surgical  Forum  of  the  American  College  of  Sur- 
geons meeting  in  Chicago  and  also  made  a pres- 
entation at  Southern  Medical  Association’s  meeting 
in  New  Orleans. 

Kelly  Segars  of  luka  has  been  recertified  as  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

N.  E.  Murillo  Smith  of  Decatur  has  been  named 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Robert  Smith  of  UMC  attended  an  executive  com- 
mittee meeting  of  the  American  Heart  Association 
in  Dallas. 

Lamar  Weems  of  UMC  was  a site  visitor  at  LSU 
School  of  Medicine  in  Shreveport  and  attended  an 
American  Medical  Association  Ad  Hoc  committee 
meeting  in  Kansas  City,  Missouri. 

Winfred  Wiser  of  UMC  presented  a paper  at  the 
American  College  of  Surgeons  meeting  in  Chicago. 

Frank  A.  Wood  of  Jackson  retired  from  the  prac- 
tice of  medicine  on  December  3 1 . 


ARAFATE* 

^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  suaalfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration, 

Dmg  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (suaalfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Raks  of  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Travis  Yates  of  Clarksdale  has  been  elected  pres- 
ident of  medical  staff  at  Northwest  Mississippi  Re- 
gional Medical  Center.  Other  officers  are  Mar- 
shall Ellis,  president-elect,  and  Thad  Rodda, 
secretary. 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewrtz  D:  J Clin  Castroenterol  1987;9(4):395-399. 
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Carafete®  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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THE  LOWER  RESPIRATORY  TRACT- 


Experience  counts 


Cefoclor 


More  vulnerable  to  infection  in  smokers  and  older  adults 


0 

Pulvules 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Coniult  the  package  literature  for  preacribing 
information. 

Indication:  Lower  resDiratory  inleclions.  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  inlluemae,  and 
Streptococcus  pyogenes  Igroup  A p-hemolytic  streptococcil 
Contraindication:  Known  allergy  to  cephalosporins. 

Warningi:  CECion  should  BE  administered  cautiousiy  to  peniciuin- 

SENSITIVE  WIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Preciutioni: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
COlltlS- 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include; 

• Gastrointestinal  (mostly  diarrheal  2 5% 

e Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

e Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens- Johnson  syndrome! 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthntis/arthralgia.  and  frequently,  fever!  15%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  bansient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abwrmalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children!. 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stnp.  Lilly!  loeioeeii 

Additional  information  available  from  ev  23Si  axxp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


C 1986.  ELI  LILLY  AND  COMPANY  (X-S012-B-84334S 


A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


If 


Mail  to: 

The  National  Heart.  Lung, 
and  Blood  Institute  ^ 

Smoking  Education  Program 
National  Institutes  of  Health 
Building  31,  Room  4A  18 
Department  P-23 
Bethesda,  MD  20892 


Name 


Specialty 


Address 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


APPLAUSE 


is  now  in  order  for 

St.  Dominic’s  Hand  Management  Center 

Mississippi's  first  hospital  based  comprehensive  hand  center 

44' 

St.  Dominic's  Hand  Management  Center  provides  continuous,  total  care  for  persons  with  injuries  or  diseases 
affecting  the  arms,  hands,  and  fingers.  This  specialized  service  takes  the  patient  from  preoperative 
evaluation,  through  surgery  and  postoperative  care,  to  rehabilitation  and  job  training.  The  unique  team 
approach  emphasizes  close  communication  between  the  Center,  the  patient,  and  physician  so  each  patient  can 
return  to  his  personal  physician  for  follow-up  care  and  management. 

To  learn  how  St.  Dominic’s  Hand  Management  Center 
can  benefit  your  patients  call  364  - 6324. 


NEW 

MEMBERS 


Burford,  Sandra  L.,  Vicksburg.  Bom  Greenville, 
MS,  Feb.  14,  1956;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1985;  family 
practice  residency.  University  Medical  Center, 
Jackson,  1985-88;  elected  by  West  Mississippi 
Medical  Society. 

Faucett,  Donald  C.,  Jackson.  Bom  Beaumont, 
TX,  Nov.  12,  1951;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1982;  ophthal- 
mology residency.  University  Medical  Center, 
Jackson,  1982-83  and  1984-87;  oculoplastics  resi- 
dency, Duke  University,  Durham,  NC,  1987-88; 
elected  by  Central  Medical  Society. 

Flannery,  Al,  luka.  Bom  Limerick,  Ireland,  July 
14,  1949;  M.D.,  National  University  of  Ireland, 
1973;  interned  one  year.  North  Charitable  Infir- 
mary, Cork,  Ireland,  1973-74;  family  practice  res- 
idency, National  University  of  Ireland,  1974-76; 
elected  by  North  Mississippi  Medical  Society. 

Hamilton,  Morris  R.,  Gulfport.  Bom  Gulfport, 
MS,  Aug.  20,  1957;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1983;  interned 
Miriam  Hospital,  Providence,  RI,  one  year;  medi- 
cine residency,  same,  1984-86;  elected  by  Coast 
Counties  Medical  Society. 

JuTRAS,  Mark  L.,  Jackson.  Bom  Niagara  Falls, 
NY,  Sept.  21,  1955;  M.D.,  University  of  Texas 
Medical  Branch,  Galveston,  1982;  interned  one  year. 
University  of  Kentucky,  Lexington,  1982-83;  ob- 
gyn  residency,  same,  1983-86;  fellowship,  repro- 
ductive endocrinology  and  infertility.  University  of 
Minnesota,  Minneapolis,  1986-88;  elected  by  Cen- 
tral Medical  Society. 

Matthews,  John  Mark,  Tupelo.  Bom  Green- 
wood, MS,  Feb.  10,  1959;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1985;  in- 
terned and  medicine  residency.  Baptist  Memorial 
Hospital,  Memphis,  TN,  1985-88;  elected  by  North- 
east Mississippi  Medical  Society. 

Ricketson,  Green  H.,  Natchez.  Bom  Cleveland, 
OH,  Nov.  8,  1944;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1973;  interned  one  year, 
Norfolk  General  Hospital,  Norfolk,  VA;  radiology 
residency.  Medical  College  of  Virginia,  Richmond, 
1975-78;  elected  by  Homochitto  Valley  Medical  So- 
ciety. 


Salloum,  Naim  Joseph,  Hattiesburg.  Bom  Cairo, 
Egypt,  Sept.  12,  1956;  M.D.,  Cairo  University 
Medical  School,  Egypt,  1980;  interned  and  radiol- 
ogy residency,  Methodist  Hospital  of  Brooklyn,  NY, 
1984-88;  elected  by  South  Mississippi  Medical  So- 
ciety. 

Watson,  Donald  Ray,  Brandon.  Bom  Macon, 
GA,  March  12,  1956;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1983;  interned 
and  orthopedic  residency.  University  of  Texas  Health 
Science  Center,  San  Antonio,  1983-88;  elected  by 
Central  Medical  Society. 

Yarlagadda,  Burga  Prasad,  Pascagoula.  Bom 
Mancherial,  India,  March  8,  1956;  M.D.,  Gandhi 
Medical  College,  Hyderabad,  India,  1979;  one  year 
internship,  Gandhi  Hospital,  India;  pediatric  resi- 
dency St.  Josephs  Medical,  Chicago,  1981-82; 
anesthesiology  residency,  Brookdale  Medical  Cen- 
ter, Brooklyn,  NY,  1983-85;  elected  by  Singing 
River  Medical  Society. 


DOCTOR’S  EXECUTIVE 
SET  SPECIAL 

500  Business  Cards 
500  Appointment  Cards 
500  Envelopes  / 500  Letterheads 


All  printed  on  quality  white  paper  with 
black  ink  (Includes  minimum  typesetting) 


$7999 


1000 

1000 

ENVELOPES 

6%  BLUE 

m or 

RETURN 

6V4  Regular  White 
24  lb.  Envelopes 

ENVELOPES 

$3495 

$2995 

Printed  in  Black  Ink 

Otter  includes  minimum  typesetting  / Window  envelopes  — Add  10% 
All  orders  shipped  U.PS.  or  on  our  delivery  trucks  at  no  additional  charge. 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  18-22, 
1989,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  121st  Annual  Session, 
May  31 -June  4,  1989,  Biloxi.  Charles  L.  Mathews,  Exec- 
utive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson 
39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
Aug.  2-6,  1989,  Gulf  Shores,  AL.  Mrs.  Alyce  Palmore, 
Executive  Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties;  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society , January,  May,  and  November. 
H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport  39501 . Coun- 
ties: Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751 . 
Counties;  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail;  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred  G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr. , 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  W.  A.  Spencer,  Secy.,  2161  South  La- 
mar, Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Perrin  N.  Smith,  Secy.,  P.O.  Box  9000, 
Columbus  39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  George  R.  Bush,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Maxwell’s  Restaurant,  Vicksburg.  Wayne  M.  Petrie,  Secy., 
1202  Mission  Park  Dr.,  Vicksburg  39180.  Counties:  Issa- 
quena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  con- 
cerning CME  programs  for  physicians  offered  by  these  ac- 
credited sources  may  be  obtained  by  writing  the  Director, 
Continuing  Medical  Education,  at  the  individual  institution  or 
organization. 


Council  on  Scientific  Assembly 
Mississippi  Slate  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  Stale  Street 
Jackson,  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi,  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian,  MS  39301 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
P.O.  Box  112 
Pascagoula,  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13lh  Street 
Gulfport.  MS  39501 

Oxford-Lafayetle  County  Hospital 
P.O.  Box  946 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 

Delta  Medical  Center 
P.O.  Box  5247 
Crossroads  Station 
Greenville,  MS  39704-5247 

Methodist  Hospital 
P.O.  Box  1311 
Hattiesburg.  MS  39401 
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Thank 

Sbu 


Doctor, 

Have  you  ever  looked  for  a different  way  to  say 
"Thank  You,"  "Congratulations,"  or  "Get  Well 
Soon"? 


All  of  these  messages  are  available,  along  with 
memorial  tributes,  in  greeting  cards  from  the 
MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 
or  colleague. 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 
MSMA  Auxiliary,  or  Kathy  Carmichael,  106 
Colonial  Place,  Hattiesburg,  MS  39401; 
telephone  268-9642. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board  eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8'/2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  Journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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YOCON' 

YOHIMBINE  HCI 


OesGiiptiiM:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  aipha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hornume. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

ContraindlGtfions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  Hmited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patoits  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness , In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr,  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221.  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 1 76  - 1 88. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983, 

4.  A.  Morales etal.,TheJoumalofUrology128: 

45-47, 1982. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


MEDICO-LEGAL  BRIEF 

( Continued  from  page  15 ) 

may  review  such  decisions  as  a matter  of  public 
policy  to  ensure  that  exclusions  are  not  unreason- 
able, arbitrary,  capricious  or  discriminatory. 

Reversing  the  appellate  court’s  decision,  the  Il- 
linois Supreme  Court  said  that  the  alleged  trend 
toward  judicial  review  of  private  hospital  staff  priv- 
ileges decisions  was  not  as  widespread  or  as  com- 
pelling as  the  physician  asserted  and  that  special 
considerations  that  caused  certain  other  courts  to 
abandon  the  nonre viewable  position  did  not  apply. 
The  court  cited  provisions  from  two  state  laws  that 
granted  immunity  to  physicians,  hospitals  and  their 
staffs  from  civil  liability  for  service  on  peer  review 
or  other  credential  committees.  The  court  said  that 
those  laws  indicated  a general  legislative  intention 
that  hospitals  and  medical  staffs  be  free  to  exercise 
their  professional  judgment  in  the  selection  and  re- 
tention of  medical  staff  members.  The  legislature 
made  an  even  clearer  statement  in  the  Health  Fi- 
nance Reform  Act  that  “it  was  not  the  policy  of  the 
State  of  Illinois,  to  take  from  medical  staffs  and 
hospitals  the  determination  as  to  the  qualifications 
of  practitioners  for  purposes  of  granting  medical 
staff  membership  and  privileges.” 

The  court  rejected  the  public  policy  decision  by 
the  appellate  court  and  remanded  the  case  to  it  for 
further  proceedings.  The  lower  court  had  not  ad- 
dressed the  other  claims  made  by  the  physician.  — 
Barrows  v.  Northwestern  Memorial  Hospital,  525 
N.E.2d  50  (111. Sup. Ct.,  May  26,  1988) 

Editor’s  Note:  A previous  decision  in  this  case 
was  reported  in  THE  CITATION,  Vol.  55,  No.  5, 
p.  65. 
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PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D. , 21 18  Chantilla  Rd. , 
Catonsville,  Md  21228. 

Native  Mississippian  seeking  practice  opportunity 
in  Ob-Gyn.  Will  complete  residency  and  be  avail- 
able in  July  1989.  Contact  Walter  Wolfe,  M.D.  722 
West  Austin  Dr. , Peoria,  IL  61614;  (309)  655-2000. 


Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 


PHYSICIANS  WANTED 

Physicians  Needed  in  Mississippi  and  other  south- 
ern states.  All  specialties  needed  for  both  rural  and 
urban  locations.  Solo  and  multi-specialty  practices 
available.  For  further  information  contact  the  Lewis 
Group,  1227  N.  Valley  Mills,  Suite  200,  Waco,  TX 
76710;  phone  (817)  776-4121. 

Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 
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Call  Toll-free  1-800-451-3908 
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PLACEMENT  SERVICE/Continued 

Family  Medicine  — Tremendous  group  practice 
opportunity  available  for  3 family  practitioners  in 
prestigious  suburb  of  New  Orleans,  LA.  Must  be 
BE/BC.  ’89  residents  considered.  Supported  by  400- 
bed,  full-service  hospital.  Outstanding  compensa- 
tion/benefits package,  including  incentives.  Contact 
Don  Gustavson,  TYLER  & COMPANY,  9040  Ros- 
well Rd.,  Atlanta,  GA.  Call  404-641-6411. 

Internal  Medicine  — Great  group  practice  op- 
portunity for  a BC/BE  internist  in  a suburb  of  New 
Orleans,  LA.  ’89  residents  considered.  Leads  to 
early  partnership.  Supported  by  400-bed  hospital. 
Competitive  compensation/benefits  package.  Con- 
tact Don  Gustavson,  Tyler  & Company,  9040  Ros- 
well Rd.,  Atlanta,  GA.  Call  404-641-6411. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


OB-Gyns.  Private  practice  opportunities  for  two 
Ob-Gyn  specialists  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Pediatricians.  Private  practice  opportunities  for 
two  pediatricians  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 

Board  Certified/Eligible  General  Internist 
wanted  for  an  excellent  practice  opportunity  in  East 
Central  Mississippi.  Revenue  guaranty  with  inter- 
view and  relocation  expense  underwritten.  Practice 
area  offers  many  recreational  amenities  in  a family 
oriented  community.  40  bed  JCAHO  hospital  with 
multiple  health  care  programs.  Excellent  profes- 
sional environment.  Send  C.V.  to  Chief  Executive 
Officer,  H.  C.  Watkins  Memorial  Hospital,  605  S. 
Archusa  Ave.,  Quitman,  MS  39355;  (601)  776- 
6925. 

Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  c/o  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 
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PHYSICIANS  NEEDED 


CLASSIFIED 


Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 


1983  Midmark  All  Electric  exam  table.  Good 
Condition.  $3,500.00.  Call  601/268-5240 

Medical  Office  Space;  1000  sq.  ft.  office  avail- 
able August  1,  1988.  In  building  with  pediatric  clinic 
in  rapidly  growing  northwest  Rankin  County.  Call 
992-0110. 

X-RAY  MACHINE  in  excellent  condition.  Best  offer. 
Call  (601)  328-0830. 

2V  ST  AT  ST  AT  ST  AT  ***  Diagnostic/therapeutic 
decision  support  software,  covering  69  specialties. 
Medical  Algorithms  (flow  charts)  are  grouped  ac- 
cording to  complaint,  sign,  symptom,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Updated 
medical  knowledge  Algorithms  at  your  fingertips!!! 
Only  $5,787.00  for  complete  turnkey  system  (2V 
ST  AT  Software,  Knowledge  base/69  Specialties. 
AT  computer  80286/10  turbo  CPU,  80MB  HD,  EGA 
monitor  and  card,  printer  and  40MB  backup).  2V 
ST  AT,  2480  Windy  Hill  Road,  Suite  201 , Marietta, 
GA  30067;  (404)  956-1855. 
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A Little  Behind 


In  Managing  Yonr  Finances? 


AMA  Advisers  MONEY  MASTER  Account... 


Even  if  you’re  pretty  much  on  top  of  your  personal  or 
business  money  management  duties,  there’s  an  easier 
way  to  handle  it  all  that  can  save  hours  of  your  precious 
free  time.  It  s the  AMA  Advisers  Money  Master 
Account,  a state-of-the-art  financial  management 
system  for  managing  your  assets,  investments,  savings, 
expenses  - even  your  insurance!  With  Money  Master, 
you’ll  discover  how  easy  personal  finance  can  be. 

AMA  Advisers  Money  Master  Account  simplifies 
financial  management  with: 

• Your  Own  Budget  Analysis. . through  the  use 
of  coded  checks  you’ll  see  your  monthly  expenses 
sorted  and  totaled  into  one  of  37  pre-set  categories 
such  as  insurance  premiums,  charitable  contributions, 
education,  utilities,  vacation  and  many  more.  Great 
for  personal  or  professional  budgeting! 

• Discount  Brokerage  Services. . .that  enable  you  to 
trade  stocks,  bonds,  government  securities,  options  and 
of  course,  mutual  funds. 

• One  Monthly  Statement  for  ALL  Your  Investments. 

In  addition  to  investments  made  through  your  AMA 
Advisers  Money  Master  Account,  simply  supply 
us  with  the  appropriate  information  and  for  your 
convenience,  we  ll  track  your  investments,  even 
those  made  through  other  brokers  or  mutual  fund 
organizations.  All  that  you  tell  us  about  will  be  shown  on 
your  Money  Master  Account  statement. 

Building  Mutual  Trust 


AMA  ADVISERS,  INC. 

AMA  Advisers.  Inc.  is  a subsidiary  of  the  American  Medicai 
Association  and  manages  the  mutuai  funds  in  The  AMA  (Jroup. 

Services  and  products  as  described  herein  are  not  offered  for 
sale  in  anv  state  where  thev  are  not  lawfuiiv  rcaistered. 


• Special  Year-End  Statement  Practically  Completes 
Your  Tax  Return  For  You!  At  year  end.  you’ll  receive 

a statement  so  complete  that  it  even  shows  the  proper 
tax  schedule  to  use  for  filing  your  return!  All  you  do  is 
transfer  the  information  to  the  form. 

• High  Money  Market  Returns  On  Your  Checking 
Account!  You  earn  money  market  rates  on  all  the  money 
in  your  account  until  the  day  your  check  clears,  since  an 
AMA  Money  Fund  Account  is  opened  through  the  Money 
Master  Account. 


If  you  would  like  convenience  of  a Money  Master  .Account, 

CALL  TOLL  FREE:  1-800-AMA-FlJND 
Ext.  2338  TODAY!  (262-3863) 

Or,  complete  and  mail  the  coupon.  You’ll  receive  a 
complete  Money  Master  Account  Information  Kit  with 
an  application  to  open  the  one  account  for  all  your 
investment  needs.  An  AMA  Money  Fund  prospectus  will 
be  included  for  complete  details  on  fees  and  expenses 
relating  to  the  fund.  Please  read  the  prospectus 
carefully  before  you  invest  or  send  money. 


MS  2338 

■ MAIL  TO:  AMA  ADV ISERS,  II\C., 

P.O.  BOX  1923,  WEST  CHESTER,  PA  19380-1923 


I 

I 


□ Yes!  Send  me  a FREE  AMA  Advisers  Money  Master 
AcrounI  Information  Kit. 

NAME 

ADDRESS 

CIT) 

S'l’A'IE 


I’llONE#  (_ 


ZIP  CODE. 


DayD  Evening  □ 


Area  Code 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As’.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitior 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References;  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
etal:  Psychopharmacology  61 :2\7-225,  Mar  22, 1979. 


Limbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovety 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  antichofinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
inferction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  die  first  trimester 
shoidd  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  repotted  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dru^:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endoaine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drag  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  (Con- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  I to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Idblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Thblets,  blue, 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 

’ p 1 rt^fiQ 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow  | s 

m 

1^74%  of  patients  experienced  improved  sleep  ? s 

after  the  first  h.s.  dose^  i 

^First-week  reduction  in  somatic  symptoms'  “ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Syi 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1988  by  Roche  Products  inc.  All  ri^ts  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  257o  of  its 
patients  from  outside  of  Georgia  and  407o 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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There  is  strength  in  numbers. 

(And  our  numbers  are  Rowing) 


Seated,  Left  to  Right:  Cheryl  Max^p^'ell  (Claims  Secretary  ),  Lisa  Noble  (Underwriting  Secretary  ),  iVlaria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  C.G.  “Tanny”  Sutherland  M.D.  (.Medical  Direaor) 

Standing,  Left  to  Right:  C.  R “Bob”  Montgomery  (Gener^  Counsel),  Lisa  Stewart  (Underwriting  Secretary),  Sharon 
Thompson  (Claims  Secretary),  Craig  Brown  (Llndeiwriting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serv^e 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Compan}?  Our  staff  has  grown  fi*om 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-efifectiv  e 


answ^ers  to  your  medical  liability  insurance 
questions.  We  serv  e more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underwriting  guidelines.  Ev  erv' 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Driv  e.  Let  us  show’  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

■'35  Riverside  Drive,  Jackson,  MS 

Phone:  (601)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jackson,  MS  39216-0915 
MS  WATS:  1-800-325-4172 


February  1989 


Dear  Doctor: 

Education  has  replaced  gender  as  the  major  sociodemographic  predictor  of 
smoking  prevalence,  say  articles  in  the  January  6 issue  of  JAMA«  a theme 
issue  on  health  risks  associated  with  smoking.  Decline  in  smoking  has 
occurred  five  times  faster  among  the  higher  educated,  the  articles  show. 
The  authors  predict  that  if  current  trends  continue,  22%  of  the  U.S. 
population  over  the  age  of  20  in  the  year  2000  will  smoke,  compared  to 
30%  in  1985.  While  less  than  10%  of  college  graduates  will  be  smokers, 
at  least  30%  of  those  with  no  more  than  a high  school  education  will 
smoke.  They  conclude  that  this  widening  educational  gap  suggests  that 
antismoking  messages  must  be  based  much  more  on  educational  status. 

Although  the  health  profession’s  war  against  "the  number  one 
preventable  cause  of  death  in  the  United  States"  has  helped 
some  1.3  million  smokers  to  quit  each  year  between  1974  and 
1985,  every  year  during  the  early  1980s  about  1 million  young 
persons  joined  the  ranks  of  regular  smokers. 

Tobacco  industry  sponsorship  of  sports  events  must  be  halted.  AMA  Trustee 
Lonnie  R.  Bristow,  MD,  stressed  in  testimony  before  the  Federal  Inter- 
agency Committee  on  Smoking  and  Health.  The  AMA  is  pressing  for  enactment 
of  HR  1271  prohibiting  the  sponsorship  of  athletic,  artistic,  or  other 
events  under  the  brand  name  of  a tobacco  product. 

Applications  are  now  being  accepted  for  the  Hollingsworth  Memorial 
Clinical  Research  Award.  Physicians  in  private  practice  or  academic 
medicine  are  eligible.  Deadline  is  May  1,  1989.  For  more  information, 
contact  the  American  Heart  Association,  Mississippi  Affiliate,  P.O.  Box 
16808,  Jackson,  MS  39236-6808. 

MARK  YOUR  CALENDAR  NOW... and  plan  to  be  in  Biloxi  for  MSMA’s  121st  Annual 
Session,  May  31-June  4.  A full  program  of  scientific,  business,  and 
fellowship  events  is  planned. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11 -inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 


A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


Mail  to: 

The  National  Heart,  Lung,  ^ 
and  Blood  Institute  ^ 

Smoking  Education  Program 
National  Institutes  of  Health 
Building  31,  Room  4A  18 
Department  P-23 
Bethesda,  MD  20892 


Name 


Specialty 


Address 


Citv 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 

ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE 


Scientific  Exhibit 
Deadline  Approaches 


Jackson,  MS  - Physicians  wishing  to  apply 
for  scientific  exhibit  space  at  MSMA's 
121st  Annual  Session,  May  31-June  4,  are 
urged  to  request  space  now,  while  it  is  still  available.  Exhibitors  are 
eligible  for  the  Aesculapius  Award.  To  request  scientific  exhibit  space,  send 
a letter  to  MSMA  with  the  following  information:  description  and  title  of 
exhibit,  names  of  exhibitors,  and  estimated  number  of  linear  feet  required. 


MSMA’s  "Senior  Care"  Seeks  Jackson,  MS  - Physicians  in  the  central 

Physician  Volunteers  and  southern  areas  of  the  state  are  urged 

to  volunteer  for  Senior  Care,  MSMA’s 

program  of  assistance  for  qualified  medically  needy  persons.  Participating 
physicians  voluntarily  accept  Medicare  assignment  for  eligible  seniors,  who 
have  been  identified  by  the  MS  Council  on  Aging,  the  program’s  co-sponsor. 
Senior  Care  now  is  expanding  statewide,  after  completing  a pilot  program. 


Register  Now  for  Jackson,  MS  - Biliary  lithotripsy,  fetal 

Annual  Sonic  Symposium  renal  anomalies,  chromosomal  abnormali- 

ties, fetal  skeletal  dysplasia  and 

sonography  of  the  GI  tract  are  among  topics  for  the  10th  Annual  Spring  Sonic 
Symposium,  April  22  in  Jackson.  The  course  offers  6 hours  Category  1 CME 
credit.  For  information,  contact  Melissa  Kelly  at  the  Division  of  Ultra- 
sound, 1225  North  State  St.,  Jackson,  MS  39202  or  call  968-1329. 


"Redesigning  Rural  Health"  Kansas  City,  MO  - "Redesigning  Rural 

Is  Conference  Theme  Health:  Blueprints  for  Success"  is  the 

theme  of  the  12th  Annual  National 

Conference  on  Rural  Health,  April  30-May  3 in  Reno,  Nevada.  The  program 
presents  clinical  sessions  of  interest  to  rural  health  providers  along  with 
policy  issues  and  research  reports.  For  information  call  (816)  756-3140, 
or  write  NRHA,  301  E.  Armour  Blvd.,  Suite  420,  Kansas  City,  MO  64111. 


Services,  Products  Chicago,  IL  - AMA  members  now  are 

Available  from  AMA  eligible  for  a free  subscription  to 

AMA/NET,  the  electronic  information 
network  for  physicians,  which  previously  cost  $135.  To  receive  this 

free  membership  benefit,  call  (800)  621-0660 "HIV  Blood  Test  Counseling: 

Physician  Guidelines"  is  a brochure  available  from  the  AMA,  535  N.  Dearborn 
St.,  Chicago,  IL  60610.  Cost  is  $2.00  per  copy;  minimum  order  is  5 copies. 


Experience  counts 


Cefaclor 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  resoiralorv  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influertrae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECion  should  6E  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  possible  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Pracautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad)ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made, 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  Infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

a Gastrointestinal  (mostly  diarrheal:  2.5%. 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever).  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occulted  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia. 

Abyrmalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  loeioesLi 

Additional  mtormavon  available  from  rv  zasi  amp 

Ell  Lilly  and  Company.  Indianapolis,  Indiana  dS285 

Eli  Liliv  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


e 1988.  ELI  LILLY  AND  COMPANY  CR-6012-B-849345 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
February  1989,  XXX,  Number  2 


ORIGINAL  PAPERS 


Recent  Trends  in  Pulmonary 
Resection 


A.  MICHAEL  KOURY,  M.D. 
MARTIN  L.  DALTON,  M.D. 
Jackson,  Mississippi 


IvECENT  TRENDS  in  pulmonary  resectional  surgery 
include  use  of  limited  resection  and  extending  re- 
section to  marginal  candidates  due  primarily  to  the 
problems  encountered  in  an  aging  population.  In  an 
attempt  to  assess  these  trends  in  our  institution,  which 
is  a university-affiliated  VA  Medical  Center,  we 
have  evaluated  131  consecutive  pulmonary  resec- 
tions performed  over  three  years  (1984-1987).  In 
this  patient  population  the  average  age  was  64  and 
there  were  130  males  and  one  female.  All  operations 
were  performed  by  the  Thoracic  Fellow  of  the  De- 
partment of  Surgery,  University  of  Mississippi 
Medical  Center  under  the  aegis  of  and  with  the 
assistance  of  the  senior  author. 

In  a detailed  and  precise  analysis  of  this  group 
of  131  consecutive  pulmonary  resections,  the  fol- 
lowing trends  were  identified. 

1.  Preponderance  of  Pulmonary  Resectional 
Surgery  for  Malignancy 

In  contrast  to  years  past,  when  thoracic  surgery 
was  primarily  performed  for  tuberculosis,  lung  ab- 
scess, broncho-pleural  fistula  and  bronchiectasis, 
most  pulmonary  resections  today  are  performed  for 
malignancy.  Of  the  131  pulmonary  resections,  104 
or  79.4%  were  performed  for  bronchogenic  carci- 
noma. Thus,  the  overwhelming  majority  of  pul- 
monary resections  performed  in  our  institution  are 


From  the  Department  of  Surgery,  University  Medical  Center, 
Jackson,  MS. 


for  lung  cancer.  This  is  certainly  the  predominant 
indication  for  pulmonary  resectional  surgery  at  pres- 
ent.' 

An  interesting  subgroup  of  patients  were  found 
to  have  dual  synchronous  bronchogenic  carcinomas. 
Of  the  104  patients  with  lung  cancer,  four  (3.8%) 
had  two  primary  lung  malignancies  which  occurred 
simultaneously.  Three  were  unilateral  and  were  re- 
sected via  lateral  thoracotomy.  One  patient  with 
bilateral  lesions  was  resected  via  median  ster- 
notomy. 

In  the  group  of  27  patients  who  had  benign  le- 
sions, there  were  eleven  resections  for  granuloma 
and  ten  for  various  infections.  Four  patients  had 
localized  bronchiectasis  causing  severe  hemoptysis; 
two  of  these  patients  required  emergency  lobec- 
tomy. One  patient  had  a hamartoma  and  one  patient 
had  a lobectomy  for  massive  emphysematous  air 
cysts  not  amenable  to  staple  plication. 

2.  Increased  Resectability  Rate  of  Carcinoma 
Patients 

Of  the  104  patients  proven  to  have  bronchogenic 
carcinoma,  96  proved  to  be  resectable  for  a 92.4% 
resectability  rate.  We  believe  this  high  resectability 
rate  is  due  to  a very  precise  preoperative  workup. 
In  addition  to  an  extensive  history  and  physical  exam, 
PA  and  lateral  chest  x-ray  and  fiberoptic  bronchos- 
copy are  routine.  Sputum  studies  and  skin  testing 
for  tuberculosis  and  fungi  have  occasionally  been 
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done  by  the  Medical  Service,  but  are  not  part  of 
our  routine  workup.  Following  evaluation  of  this 
data,  if  there  is  a definite  discrete  pulmonary  lesion, 
a CT  scan  is  obtained.  This  has  become  essentially 
routine  for  three  reasons; 

(1)  Precise  delineation  and  exact  location  of  the 
pulmonary  lesion. 

(2)  Evaluation  of  mediastinal  adenopathy  for  stag- 
ing with  an  accuracy  rate  of  80-85%.^ 

(3)  Delineation  of  additional  pulmonary,  cardiac  or 
mediastinal  problems  which  may  be  undi- 
agnosed. 

If  the  CT  scan  is  positive,  that  is  if  a node  larger 
than  1cm  is  identified,  we  proceed  with  mediasti- 
noscopy. If  the  ipsilateral  nodes  are  positive  for  non- 
small cell  carcinoma,  we  proceed  with  pulmonary 
resection  if  there  are  no  contraindications.  With  pos- 
itive contralateral  nodes,  or  diagnosis  of  small  cell 
carcinoma  we  do  not  recommend  resectional  sur- 
gery. For  lesions  of  the  left  upper  lobe  with  left 
hilar  or  aortic  window  nodes  on  CT  scan,  we  pro- 
ceed directly  with  left  anterior  mediastinostomy 
(Chamberlain  Procedure).  If  either  mediastinoscopy 
or  mediastinotomy  is  negative,  we  frequently  close 
that  incision,  and  proceed  with  thoracotomy  for  de- 
finitive resection.  This  has  worked  out  very  well 
and  spares  the  patient  an  additional  general  anes- 
thetic. We  do  all  mediastinoscopy  and  mediasti- 
notomy procedures  under  general  endotrachael  an- 
esthesia. 

Utilizing  this  preoperative  workup  only  eight  of 
104  bronchogenic  carcinoma  patients  have  proved 
not  to  be  resectable.  In  five  patients  there  was  major 
vascular  invasion  which  precluded  resection.  One 
patient  had  diffuse  minute  pleural  metastases  and 
one  patient  had  undiagnosed  esophageal  invasion. 
In  one  patient  small-cell  carcinoma  was  diagnosed 
in  a subcarinal  node  and  decision  was  made  not  to 
proceed  with  pneumonectomy  which  would  have 
been  required.  None  of  these  carcinomatous  exten- 
sions can  currently  be  accurately  diagnosed  by  CT 
scan.  It  is  hoped  that  MRI  will  be  useful  in  this 
situation  in  the  future. 

We  are  pleased  with  our  resection  rate,  particu- 
larly in  view  of  the  fact  that  prior  to  development 
of  this  preoperative  workup,  resection  was  feasible 
in  only  50-60%.  Additionally,  it  is  well  known  that 
approximately  50%  of  all  bronchogenic  carcinoma 
patients  are  categorically  nonresectable  when  first 
seen  by  a physician.  These  unfortunate  patients  have 
obvious  distant  metastases  and  are  diagnosed  by 
appropriate  scans  prior  to  treatment  with  chemo- 
therapy or  radiation.  Thus,  of  the  total  cohort  of 


lung  cancer  patients,  we  resect  92.4%  of  the  ap- 
proximately 50%  eligible  for  surgery  or  46.2%  of 
all  lung  cancer  patients  seen  at  our  institution. 

3.  Use  of  Lesser  Pulmonary  Resection 

In  the  96  resections  for  carcinoma,  71  were  treated 
with  lobectomy  (74%)  and  ten  were  treated  with 
wedge  or  segmental  resection  (10.4%).  Thus  84.4% 
of  all  resections  for  cancer  were  lobectomy  or  less 
and  only  15  patients  (15.6%)  required  pneumonec- 
tomy. This  again  is  in  marked  contrast  to  resectional 
surgery  in  years  past. 

Following  this  well  defined  trend  of  lesser  pul- 
monary resection,  we  have  extended  the  use  of  lo- 
bectomy, in  patients  who  otherwise  would  have  re- 
quired pneumonectomy,  by  utilization  of  sleeve 
bronchoplasty.^  This  procedure  is  indicated  when 
the  carcinoma  extends  from  the  lobar  bronchus  into 
the  main  bronchus.  The  lobar  bronchus  cannot  be 
amputated  at  its  junction  with  the  main  bronchus, 
as  is  routine,  without  cutting  across  tumor.  In  this 
instance,  a segment  or  “sleeve”  of  main  bronchus 
is  resected  with  the  lobe  and  its  bronchus.  Following 
resection,  the  main  bronchus  is  reanastomosed  with 
interrupted  vicryl  sutures  thereby  preserving  func- 
tion of  the  remaining  lung  on  the  affected  side.  Of 
7 1 lobectomy  patients  treated  for  bronchogenic  car- 
cinoma, seven  (9.8%)  were  treated  by  sleeve  re- 
section. In  this  group  of  patients,  right  upper  lo- 
bectomy with  sleeve  resection  was  performed  in 
four  patients,  right  upper  lobectomy  and  right  mid- 
dle lobectomy  with  sleeve  resection  was  performed 
in  two  patients  and  left  upper  lobectomy  with  sleeve 
resection  in  one  patient.  It  is  increasingly  important 
to  preserve  pulmonary  function  in  these  elderly  pa- 
tients who  have  marginal  pulmonary  reserve.  Sig- 
nificantly, there  has  been  no  operative  mortality  in 
this  group  of  patients  and  minimal  postoperative 
morbidity. 

4.  Increased  Usage  of  Median  Sternotomy  for 
Pulmonary  Resection 

Following  the  landmark  article  in  1986  by  Ur- 
schel,'*  we  have  increasingly  utilized  median  ster- 
notomy for  pulmonary  resection.  Although  it  has 
long  been  our  routine  approach  for  bilateral  pul- 
monary metastases,  we  are  currently  using  it  for 
elective  unilateral  as  well  as  bilateral  pulmonary 
resections.  Of  the  131  consecutive  patients,  six 
(4.5%)  were  operated  via  median  sternotomy.  Of 
the  96  resections  for  carcinoma,  six  patients  (6.3%) 
were  operated  via  median  sternotomy.  In  this  group 
of  patients,  four  had  bilateral  wedge  resection  for 
metastases  and  one  had  a left  upper  lobectomy,  su- 
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TABLE  1 

CELL  TYPE  AND  OPERATIVE  PROCEDURE  FOR  THE  96  PULMONARY  RESECTIONS  FOR  BRONCHOGENIC  CARCINOMA 


Cell  Type 

WedgelSegmental 

Lobectomy 

Pneumonectomy 

Total 

Percent 

Adenocarcinoma 

3 

29 

4 

36 

37.5% 

Squamous  Cell 

1 

22 

7 

30 

31.2% 

Large  Cell 

0 

15 

3 

18 

18.7% 

Small  Cell 

0 

2 

0 

2 

2.1% 

Metastatic 

6 

1 

0 

7 

7.3% 

Histiocytoma 

0 

1 

1 

2 

2.1% 

Adenoid  Cystic  CA 

0 

1 

0 

1 

1.0% 

10 

71 

15 

96 

100% 

perior  segmental  resection  of  the  left  lower  lobe  and 
six  wedge  resections  of  the  right  lung  for  bilateral 
pulmonary  metastases.  One  additional  patient  had 
bilateral  primary  carcinomas  and  was  treated  by 
wedge  resection  of  left  upper  lobe  and  right  upper 
lobectomy. 

Double  lumen  endotracheal  tubes  facilitate  op- 
erative procedures  and  in  some  cases  expand  the 
limits  of  resectability  as  seen  in  two  of  our  patients 
who  had  tumors  within  2cm  of  the  carina  requiring 
excision  of  the  carina  and  tracheoplasty  for  com- 
plete removal  of  the  tumor  which  would  have  been 
very  difficult  or  impossible  with  a regular  endotra- 
cheal tube. 

We  believe  that  in  the  future,  because  of  the  di- 
minished postoperative  pain  as  well  as  the  much 
diminished  effect  on  pulmonary  function,  that  me- 
dian sternotomy  will  be  increasingly  utilized  for 
elective  unilateral  or  bilateral  pulmonary  resections. 

5.  Increased  Usage  of  Concomitant  Chest 
Wall  Resection 

Following  our  trend  of  increasing  resectability  for 
marginal  patients,  we  have  routinely  employed  en 
bloc  chest  wall  resection  with  lobectomy  when  the 
carcinomatous  extension  did  not  involve  major  vas- 
cular structures  or  vertebral  bodies.  Chest  wall  in- 
cluding ribs,  intercostal  muscles  and  overlying  mus- 
cle are  routinely  resected  when  involved  with  the 
carcinoma.  Of  the  lobectomy  patients  treated  for 
bronchogenic  carcinoma,  five  (7.0%)  have  had  con- 
comitant chest  wall  resection.  Of  this  group,  three 
were  en  bloc  resection  with  lobectomy  and  two  have 
had  Paulson-Shaw  operations  for  superior  sulcus 
tumors. 

6.  Adenocarcinoma  has  Become  the  Most 
Common  Resected  Bronchogenic  Carcinoma 

In  all  96  cases,  36  were  resected  of  adenocarci- 
noma for  a percentage  of  37.5%.  Squamous  cell 
carcinoma  accounted  for  31.2%  and  large  cell  car- 


cinoma was  diagnosed  in  18  patients  for  18.7%  of 
the  series.  Two  patients  (2.1%)  had  resection  of 
solitary  pulmonary  nodules  which  proved  to  be  small 
cell  carcinoma.  Metastatic  carcinoma  patients  have 
numbered  seven  (7.3%).  One  patient  had  a malig- 
nant histiocytoma  and  one  patient  had  adenoid  cys- 
tic carcinoma  (see  Table  1).  These  percentages  cor- 
relate well  with  those  reported  by  Melamed,  et  al.^ 

Discussion 

Preoperative  selection  of  patients  continues  to  be 
an  important  aspect  of  successful  pulmonary  resec- 
tional surgery.  In  addition  to  bronchoscopy,  CT  scan 
and  appropriate  mediastinoscopy  or  mediastinot- 
omy,  precise  pulmonary  function  tests  are  manda- 
tory. Additionally,  in  patients  in  whom  extensive 
pulmonary  resection  is  contemplated  a split  crystal 
lung  scan  is  routinely  accomplished.  Following  re- 
section we  must  plan  preoperatively  that  the  patient 
retain  an  FEVl  of  at  least  1.0  liter  postoperatively. 
This  can  be  accurately  predicted  from  the  combi- 
nation of  pulmonary  function  tests  and  split  crystal 
lung  study.  Utilizing  this  method  we  fortunately 
have  not  had  any  patients  come  to  chronic  “pul- 
monary cripple”  status  in  the  postoperative  period. 

Postoperative  morbidity  in  this  group  of  patients 
has  been  minimal  and  we  attribute  this  to  frequent 
and  vigorous  fiberoptic  bronchoscopy.  The  patient 
is  bronchoscoped  in  the  operating  room  immediately 
after  completion  of  the  thoracotomy.  We  find  this 
to  be  quite  helpful  in  clearing  the  tracheo-bronchial 
tree  and  it  is  reassuring  to  know  that  the  patient 
leaves  the  operating  room  without  any  retained  se- 
cretions or  blood  clots.  The  suture  line  of  the  bron- 
chial closure  is  also  inspected.  Bronchoscopy  is  re- 
peated daily  or  sometimes  several  times  daily  in  the 
reluctant  cougher  and  in  patients  who  have  retained 
secretions  and  simply  are  not  strong  enough  to  cough 
productively.  All  patients  receive  an  arterial  line 
preoperatively  and  this  is  retained  while  in  the  sur- 
gical intensive  care  unit,  usually  for  three  days. 
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Selected  patients  are  monitored  with  a Swan-Ganz 
catheter  and,  or  course,  all  patients  are  on  contin- 
uous EKG  monitor. 

Assessment  of  mortality  in  this  group  of  patients 
reveals  some  interesting  data.  In  the  group  of  18 
patients  treated  with  wedge  resection  or  segmental 
resection  there  were  no  operative  deaths.  Four  of 
these  patients  were  treated  with  median  sternotomy 
for  resection  of  bilateral  pulmonary  metastases.  In 
the  non-resectable  exploratory  thoracotomy  group 
of  eight  patients,  there  were  no  operative  deaths. 
In  the  90  patients  treated  by  lobectomy,  there  were 
five  operative  deaths,  for  a mortality  rate  of  5.5%. 
The  deaths  of  these  five  patients  were  as  follows: 
One  coagulopathy,  one  pulmonary  embolus,  one 
ruptured  abdominal  aortic  aneurysm  (three  weeks 
postoperative  in  an  obese  patient  with  an  undi- 
agnosed aneurysm),  one  early  extubation  and  bron- 
chospasm  in  the  recovery  room,  and  one  bronchos- 
copy-induced hypoxia  on  the  second  postoperative 
day.  In  the  group  of  fifteen  pneumonectomy  patients 
there  was  one  operative  death  for  a mortality  rate 
of  6.6%.  Significantly  this  occurred  in  the  group  of 
four  patients  who  had  right  pneumonectomy,  and 
there  have  been  no  deaths  in  the  eleven  patients  who 
had  left  pneumonectomy.  The  overall  mortality  for 
the  entire  group  was  4.5%. 


Summary 

The  charts  of  131  consecutive  pulmonary  resec- 
tions were  reviewed  at  the  Jackson  VA  Medical 
Center  and  analyzed  for  trends  in  etiology,  pathol- 
ogy and  types  of  resection.  Analysis  of  this  group, 
as  well  as  follow-up,  are  presented. 

We  feel  that  this  review  has  delineated  some  cur- 
rent trends  in  pulmonary  resectional  surgery  and 
identified  some  areas  for  progress  in  the  future. 
Only  by  careful  assessment  of  one’s  work  can  one 
evaluate  performance  and  plan  for  the  future. 

★★★ 
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Obstetrics  and  Gynecology  Grand  Rounds  — 
Clinical  Case  Management  XV 


Management  of  the  Patient  with 
Postpartum  Hemorrhage 


G.  RODNEY  MEEKS,  M.D.,  Series  Coordinator 
Jackson,  Mississippi 

Dr.  Meeks:  D.H.  is  a 20-year-old,  black  female, 
gravida  1 at  38  weeks  gestation.  She  was  admitted 
in  active  labor  at  4 cm  dilation.  She  had  no  prenatal 
complications.  Admission  blood  pressure  was  130/ 
90  mm  Hg,  hematocrit  was  34%,  and  urinalysis  was 
normal.  One  hour  after  admission,  she  was  com- 
pletely dilated  at  station  S -t-  2 in  the  LOA  position. 
She  was  taken  to  the  delivery  room  where  a saddle 
block  anesthetic  was  administered.  She  delivered  a 
female  infant  over  a midline  episiotomy  by  low 
Simpson  forceps.  The  infant  weighed  3,475  grams 
and  had  Apgar  scores  of  7 and  8.  The  lower  genital 
tract  was  explored  and  the  placenta  delivered  spon- 
taneously. Total  blood  loss  was  600  cc.  The  midline 
episiotomy  was  closed  in  a routine  fashion  without 
difficulty.  Oxytocin  (10  units/L)  was  administered 
at  125  cc/hr.  Did  this  patient  have  postpartum  hem- 
orrhage? 

Dr.  Ball:  Yes.  Blood  loss  in  excess  of  500  cc 
after  delivery  is  defined  as  postpartum  hemorrhage. 
Of  course,  accurate  measurement  of  blood  loss  is 
difficult  and  often  after  a normal  delivery  approx- 
imates 500  cc.  Therefore,  the  diagnosis  is  made 
subjectively  on  clinical  assessment  of  an  unusual 
amount  of  blood  loss.  This  often  is  considerably 
more  than  500  cc.  Bleeding  may  be  brisk  or  slow. 
When  slow,  treatment  is  frequently  delayed  because 
blood  loss  is  at  first  severely  underestimated. 

Dr.  Meeks:  What  are  common  causes  of  post- 
partum hemorrhage? 


From  the  Department  of  Obstetrics  and  Gynecology  University 
of  Mississippi  Medical  Center,  2500  North  State  Street,  Jack- 
son,  MS  39216. 


Panelists:  G.  Christopher  Ball,  M.D.,  Jackson; 
J.  Brooks  Griffin,  M.D.,  Jackson;  and  C.  J. 
Sanders,  M.D.,  Tupelo. 


Dr.  Grifhn:  Classically,  postpartum  hemor- 
rhage is  defined  as  early  when  it  occurs  in  the  first 
24  hours  after  delivery  and  late  when  it  occurs  after 
the  initial  24-hour  period.  Common  causes  of  early 
postpartum  hemorrhage  include:  uterine  atony,  re- 
productive tract  lacerations,  uterine  rupture,  re- 
tained placental  tissue,  abnormal  placenta  implan- 
tation, coagulation  disorders,  and  uterine  inversion. 

Dr.  Sanders:  Chorioamnionitis,  abnormal  labor 
pattern,  general  anesthesia,  grand  multiparity,  over- 
distended uterus,  precipitous  labor,  and  preeclamp- 
sia are  predisposing  factors  to  uterine  atony. 

Dr.  Meeks:  What  are  the  causes  of  late  post- 
partum hemorrhage? 

Dr.  Ball:  Late  postpartum  hemorrhage  is  often 
associated  with  abnormal  involution  of  the  placental 
site,  retained  placental  fragments,  or  a placental 
polyp.  One  must  consider  gestational  trophoblastic 
disease  also. 

Dr.  Meeks:  What  steps  should  be  taken  to  pre- 
vent postpartum  hemorrhage? 

Dr.  Ball:  Recognition  of  predisposing  factors 
will  alert  the  obstetrician  to  the  possibility  of  post- 
partum hemorrhage.  Nowhere  is  the  adage  “an  ounce 
of  prevention  ...”  more  important  than  in  antic- 
ipating hemorrhage.  The  following  situations  are 
associated  with  increased  risk  of  hemorrhage:  twins, 
polyhydramnios,  large  fetus,  grand  multiparity, 
prolonged  labor,  preexisting  anemia  or  hypovole- 
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mia,  placental  abruption,  intrapartum  bleeding, 
blood  dyscrasia,  history  of  previous  postpartum 
hemorrhage,  and  previous  cesarean  delivery.  In  these 
situations,  it  is  prudent  to  place  an  intravenous  cath- 
eter when  the  patient  begins  active  labor  and  to 
cross-match  blood. 

Dr.  Grifhn:  Following  delivery  I thoroughly  in- 
spect the  lower  birth  canal  including  the  lateral  vag- 
inal sidewalls  and  cervix  to  insure  that  no  laceration 
has  occurred.  Also,  I examine  the  placenta  after  its 
delivery  to  insure  that  there  is  no  obvious  portion 
of  placenta  or  membrane  absent.  If  the  patient  can 
tolerate  exploration  of  the  uterus,  I manually  ex- 
plore for  retained  placenta  and  membranes.  All  pa- 
tients should  receive  some  uterine  stimulant.  This 
may  be  administered  intravenously  or  intramuscu- 
larly if  the  patient  does  not  have  an  IV.  I prefer 
low-dose  oxytocin  infusion. 

Dr.  Meeks:  Thirty  minutes  after  admission  to  the 
recovery  room  she  was  noted  to  have  moderate  vag- 
inal bleeding.  Palpation  of  the  abdomen  revealed  a 
boggy  uterus,  and  uterine  massage  yielded  200  cc 
of  clot.  Twenty  units  of  oxytocin  in  1000  cc  of  IV 
fluid  was  administered  at  125  cc  per  hour.  Approx- 
imately 30  minutes  later,  the  patient  again  had  a 
soft  boggy  uterus  and  massage  yielded  400  cc  of 
clot.  Her  blood  pressure  was  100/50  mm  Hg  and 
her  pulse  was  90  beats  per  minute.  How  should  this 
patient  be  managed? 

Dr.  Sanders:  Several  general  principles  are  im- 
portant. At  term,  the  gravida  has  a 30%  increase  in 
blood  volume,  which  affords  a great  margin  of  safety 
in  tolerating  significant  hemorrhage.  Therefore,  signs 
and  symptoms  of  hypovolemia  will  not  appear  until 
a greater  blood  loss  has  occurred  than  in  the  non- 
pregnant woman.  It  is  well  to  remember  that  bleed- 
ing is  not  reflected  by  a drop  in  hematocrit  for  ap- 
proximately four  hours  unless  the  hemorrhage  has 
been  excessive  or  a large  amount  of  intravenous 
fluid  has  been  administered. 

In  addition  to  the  estimate  of  blood  loss,  one  must 
follow  symptoms  and  signs.  Once  blood  loss  has 
exceeded  15%  of  total  blood  volume,  tachycardia 
is  present,  the  tilt  test  becomes  positive  and  the 
patient  may  experience  weakness,  dizziness,  fall  in 
blood  pressure  or  syncope  (see  Table  1). 

Dr.  Ball:  A large  bore  intravenous  catheter 
should  be  placed  and  administration  of  intravenous 
fluid  started.  Depending  on  the  severity  of  bleeding, 
a second  IV  may  be  appropriate.  If  the  placenta  has 
not  been  removed,  it  should  be  removed  manually 
and  the  uterus  should  be  explored.  Reexploration 
of  the  vaginal  sidewalls  for  lacerations  and  hema- 
toma is  appropriate,  as  well  as  inspection  of  the 


TABLE  1 

SEVERITY  OF  HEMORRHAGE' 


Class  One: 

LOSS  OF  15%  OF  BLOOD  VOLUME 
Modest  tachycardia 

Orthostatic  changes:  weakness,  dizziness,  syncope 

Class  Two: 

LOSS  OF  10-25%  OF  BLOOD  VOLUME 

Tachycardia 

Tachypnea 

Decreased  blood  pressure 
Reduced  pulse  pressure 

Class  Three: 

LOSS  OF  30-35%  OF  BLOOD  VOLUME 

Cold,  clammy,  pale 

Restless,  apprehensive 

Hypotensive,  oliguric 

Metabolic  acidosis,  respiratory  alkalosis 

Class  Four: 

LOSS  OF  40-45%  OF  BLOOD  VOLUME 
Profound  hypotension 
Only  carotid  pulse  palpable 
Irreversible  shbck 

episiotomy  to  insure  that  hemostasis  is  adequate. 
Blood  should  be  drawn  for  complete  blood  count, 
platelet  count  and  coagulation  studies.  An  excellent 
way  to  determine  coagulation  status  is  to  place  a 
tube  of  blood  at  the  patient’s  bedside  and  observe 
speed  of  clotting  as  well  as  clot  retraction  and  con- 
sistency. Blood  should  be  cross-matched  if  not  pre- 
viously done.  Bimanual  uterine  compression  and 
massage  and  elevation  of  the  uterus  out  of  the  pelvis 
should  help  with  uterine  tone.  Clearly,  the  physician 
must  call  for  assistance.  Sufficient  staff  must  be 
present  so  that  these  steps  can  be  accomplished  si- 
multaneously. A response  to  therapy  should  be  seen 
within  15  minutes.  If  the  uterus  does  not  contract, 
or  if  bleeding  does  not  stop,  then  one  must  be  pre- 
pared for  additional  measures. 

Dr.  Meeks:  This  woman  did  not  respond  to  uter- 
ine massage  and  oxytocin.  She  was  taken  to  the 
delivery  room  and  general  anesthesia  was  admin- 
istered. Her  uterus  was  again  noted  to  be  soft,  boggy, 
and  distended.  Massage  of  the  uterus  yielded  200 
cc  of  blood  clot.  Reexamination  of  the  episiotomy 
site,  vagina,  and  cervix  revealed  no  significant 
bleeding  and  no  hematoma.  The  uterus  was  well 
contracted  and  there  was  no  obvious  defect  in  the 
uterine  wall.  There  was  fullness  in  the  right  broad 
ligament.  What  should  be  done  now? 

Dr.  Grifhn:  If  the  patient  does  not  respond  then 
she  is  a candidate  for  curettage  with  a large  curette 
and  uterine  packing.  Placing  a uterine  pack  requires 
a moderate  amount  of  skill.  The  postpartum  uterus 
can  accommodate  15  to  20  yards  of  four-inch  gauze. 
The  fundus  must  be  packed  tightly.  The  vaginal 
fomices  must  be  packed  in  such  a way  to  apply 
pressure  to  the  lateral  vaginal  sidewalls  and  to  el- 
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evate  the  uterus  out  of  the  pelvis.  Prostaglandin 
derivatives,  especially  15  methyl  PGFj-alpha,  may 
significantly  reduce  bleeding  by  increasing  uterine 
tone.  Bleeding  should  be  under  control  completely 
within  one  hour.  If  the  bleeding  fails  to  respond 
within  one  hour,  one  must  consider  further  inter- 
vention. 

Dr.  Meeks:  Curettage  revealed  normal-appear- 
ing decidua.  Approximately  20  yards  of  gauze  were 
packed  in  the  uterus  and  vagina.  The  patient  was 
awakened  and  returned  to  the  recovery  room.  The 
patient  became  light-headed  and  dizzy  when  she  sat 
up.  Her  blood  pressure  was  80/60  mm  HG  and  pulse 
was  100  beats  per  minute.  Low-dose  oxytocin  and 
IV  fluids  were  administered  at  200  cc/hr.  Two  hours 
later  the  abdomen  became  distended  and  tender.  Her 
hematocrit  was  28%.  What  should  be  done  at  this 
time? 

Dr.  Sanders:  A decision  must  be  made  regard- 
ing exploratory  laparotomy.  While  this  decision  re- 
quires clinical  acumen,  continued  bleeding  and  un- 
stable vital  signs  would  make  me  proceed.  I am 
concerned  about  an  occult  uterine  rupture,  partic- 
ularly since  she  has  fullness  in  the  broad  ligament 
and  abdominal  distension  and  tenderness.  This 
woman  is  a para  I and  every  effort  should  be  made 
to  save  her  uterus.  I would  proceed  with  exploratory 
laparotomy. 

Dr.  Meeks:  What  type  incision  is  best? 

Dr.  Ball:  A midline  incision  allows  better  ex- 
plosure  as  well  as  being  less  time  consuming.  I 
would  first  look  specifically  for  a uterine  tear  and, 
if  present,  try  to  repair  it. 

Dr.  Meeks:  The  patient  was  explored  through  a 
lower  midline  incision.  Blood  was  present  in  the 
peritoneal  cavity.  The  blood  was  aspirated  and  the 
bowel  packed.  An  approximately  5 cm  tear  was 
noted  in  the  lower  uterine  segment.  The  tear  ex- 
tended through  the  uterine  vessels  on  the  right  side 
and  a broad  ligament  hematoma  was  present.  Can 
surgical  management  conserve  the  uterus,  or  should 
the  uterus  be  removed? 

Dr.  Griehn:  Every  attempt  should  be  made  to 
repair  the  laceration  and  preserve  the  uterus.  If  the 
bleeding  could  not  be  controlled  by  simple  repair 
of  the  tear,  one  should  consider  hypogastric  artery 
ligation  as  well  as  ovarian  artery  ligation  in  an  effort 
to  control  hemorrhage. 

Dr.  Sanders:  If  she  were  not  concerned  with 
preservation  of  reproductive  potential,  I would  per- 
form hysterectomy.  I would  especially  consider  it 
if  she  desired  tubal  ligation  or  if  she  were  a grand 
multiparous  woman. 

Dr.  Ball:  Antibiotic  therapy  should  be  started 


TABLE  2 

MANAGEMENT  OF  POSTPARTUM  HEMORRHAGE^ 


Step  1 . IMMEDIATE  THERAPY 

1.  Obtain  hematocrit,  cross-match  blood 

2.  Manual  uterine  exploration 

3.  Bimanual  uterine  massage 

4.  Dilute  oxytocin  infusion 

Response  should  occur  within  15  minutes 
Step  2.  PRE-LAPAROTOMY  THERAPY 

1 . PGFj  alpha  analogues 

2.  Curettage 

3.  Uterine  and  vaginal  pack 
Response  should  occur  within  1 hour 

Step  3.  LAPAROTOMY 

1 . Repair  uterine  rent 

2.  Hypogastric  artery  ligation 

3.  Uterine  artery  ligation 

4.  Ovarian  artery  ligation 

5.  Hysterectomy 


irrespective  of  any  other  therapy,  because  of  the 
multiple  manipulations,  hematomas,  and  anemia. 

Dr.  Meeks:  The  uterine  tear  was  successfully 
repaired.  She  required  six  units  of  blood  and  was 
placed  on  antibiotics.  She  had  no  significant  post- 
operative complications  and  remained  afebrile.  He- 
matocrit immediately  postoperative  was  25%.  She 
was  discharged  in  good  condition  on  the  sixth  post- 
partum day. 

Let  us  change  the  circumstances  and  assume  that 
a woman  has  a late  postpartum  hemorrhage.  What 
should  be  done  for  this  condition? 

Dr.  Sanders:  Subinvolution  of  the  uterus  and 
retained  secundines  are  the  most  common  causes  of 
late  postpartum  hemorrhage.  Subinvolution  of  the 
uterus  is  a poorly-healing  placental  implantation  site, 
which  is  often  associated  with  large  venous  sinuses 
as  well  as  infection.  If  one  suspects  subinvolution, 
treatment  with  antibiotics  and  uterine  stimulatory 
agents  would  be  appropriate. 

Dr.  Griffin:  If  the  uterus  fails  to  respond  promptly 
or  if  the  bleeding  is  heavy,  one  should  consider 
dilatation  and  curettage  because  of  the  high  inci- 
dence of  retained  placenta. 

Dr.  Meeks:  Postpartum  bleeding,  particularly 
after  an  apparently  normal  pregnancy,  labor,  and 
delivery,  haunts  every  obstetrician  and  is  a major 
cause  of  maternal  mortality.  Approximately  4%  of 
the  deliveries  will  meet  the  strict  definition  of  post- 
partum hemorrhage  which  is  500  cc  of  bleeding  or 
more.  Fortunately,  hemorrhage  severe  enough  to 
cause  signs  and  symptoms  of  hypovolemic  shock 
— generally  more  than  1000  ml  of  blood  — occurs 
in  only  0.5%  of  deliveries.  Nowhere  else  in  ob- 
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stetrics  is  expert  judgment,  cool  organized  thinking, 
and  prompt  action  at  a greater  premium. 

Prevention  is  the  first  step  in  management.  Rec- 
ognizing those  patients  who  are  at  greatest  risk  is 
important.  Making  appropriate  management  plans 
to  insure  adequate  intravascular  volume  and  ade- 
quate blood  replacement  is  imperative. 

Rapid  evaluation  of  the  etiology  and  degree  of 
hemorrhage  is  mandatory.  Unless  one  accurately 
diagnoses  the  cause  of  bleeding,  it  is  difficult  to 
establish  appropriate  management.  Uterine  atony, 
the  most  common  cause  of  postpartum  hemorrhage, 
is  often  associated  with  retained  placenta  or  genital 
tract  laceration.  Because  of  this,  general  measures 
directed  at  uterine  atony  are  appropriate  first  steps 
for  most  hemorrhage,  especially  when  no  other  spe- 
cific cause  is  identified.  These  include  administra- 
tion of  appropriate  oxytocic  agents,  exploration  of 
the  uterus  and  birth  canal,  and  massage  of  the  uter- 
ine fundus.  If  these  measures  fail  to  control  bleeding 
within  15  minutes,  additional  therapy  should  be  in- 
stituted. 

Additional  therapy  includes  surgical  intervention. 
The  utems  should  be  gently  curetted  and  then  packed. 


If  the  bleeding  still  is  not  controlled  or  is  persistent 
for  more  than  one  hour,  exploratory  laparotomy  must 
be  considered  (see  Table  2).  Treatment  can  then  be 
individualized  based  on  the  findings  at  the  time  of 
exploration  as  well  as  the  patient’s  age,  parity,  and 
desire  for  future  childbearing.  Adequate  personnel 
must  be  available  to  perform  numerous  therapeutic 
tasks  simultaneously. 

I would  like  to  thank  our  panelists  for  taking  time 
out  from  their  busy  practices  and  making  Grand 
Rounds  such  a rewarding  education  experience. 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


i 


■ ■ 


iM 


ilM" 


MEDICAL  ARTS  EAST 


A prominent  part  of  the  Mississippi  Baptist 
Medical  Center  complex,  the  new 
Medical  Arts  East  at  1 190  North  State, 
otters  the  utmost  in  convenience  to 
physician  and  patient.. 

Outpatient  surgical  suites,  outpatient 
radiological  and  laboratory  services, 
and  a health  center  occupy  the  tirst  two 
levels.  Four  floors  are  dedicated  to 
physician  office  space. 

The  outpatient  surgi-center  consists  of  four 
general  and  four  local  suites.  The  general 
area  contains  pre-op  holding,  post-op 
recovery,  and  progressive  recovery  areas. 
Consultation  room  and  spacious  waiting 
area  is  also  provided. 

The  latest  in  imaging  equipment  has  been 
included  in  the  outpatient  radiology 
center  including  CT,  fluoro,  routine, 
dedicated  mammography  and 
ultrasound.  MRI  is  available  with  quick 
access  through  the  tunnel. 

The  health  center  provides  two  levels  ot 
care.  Both  levels  require  physician  reterral. 


The  acute  care  division  incorporates  all 
general  physical  therapy  modalities  and 
includes  closely  monitored  exercise 
programs  for  stroke  and  cardiac  patients. 
The  fitness  division  offers  advanced 
individual  and  group  classes  utilizing  a 
variety  of  high  speed,  high  intensity 
exercise  equipment.  The  area  includes  an 
indoor  track,  swimming  pool,  therapeutic 
pool  and  all  purpose  court. 

A laboratory  designed  to  accommodate 
the  needs  of  the  physician  is  also  located 
within  the  building.  Routine  chemistry, 
hematology,  urinalysis,  coagulation  and 
blood  collection  can  be  done  within  the 
building.  All  other  requests  are  handled 
instantly  through  MBMC’s  pathology 
department. 

Spacious,  covered  parking  for  physicians 
and  a 400  space  pafient  parking  area 
provides  easy  access  and  security. 

Medical  Arts  East  — designed  to  meet  the 
demanding  requirements  of  modern 
medical  practice. 


MISSISSIPPI  BAPTIST 
MEDICAL  CENTER 

1225  North  State  Street.  Jackson,  MS  39202 


Access  to  Quality  Care  for  All 
Mississippians  — The  Future 


J.  EDWARD  HILL,  M.D. 

Hollandale,  Mississippi 

A GREAT  AND  URGENT  need  exists,  not  for  short 
term  solutions,  but  for  definitive,  comprehensive, 
and  long-term  strategies  to  impact  on  access  to  and 
the  quality  of  health  care  in  Mississippi.  Access  to 
care  is  the  over-riding  and  predominant  issue,  and 
is  dependent  on  many  factors,  including  health  man- 
power recruitment  and  retention,  health  provider 
education,  quality  issues  in  delivery  of  health  care, 
equity  in  reimbursement  to  health  care  providers, 
the  liability  climate  and  tort  reform  initiatives,  and 
the  general  economic  development  of  a mostly  rural 
state.  Access  is  limited  mainly  by  economic  reality. 

I would  like  to,  as  briefly  as  possible,  touch  on 
several  areas  that  I think  would  improve  access  to 
quality  care  for  our  citizens  who  are  elderly  and 
either  under  insured,  uninsured,  or  are  in  the  class 
of  working  indigent.  The  areas  I will  cover  include: 
(a)  health  manpower  needs,  (b)  rural  hospital  sur- 
vival, (c)  long-term  care  for  elderly,  (d)  Medicaid 
changes,  (e)  the  uninsured,  under-insured  and  work- 
ing medically  indigent,  and  (f)  a private  sector  pro- 
gram for  the  Medicare  indigent. 

Improving  Health  Manpower  in  Rural  Areas 

I think  it  is  well  recognized  by  now  that  primary 
care  specialists  can  adequately  handle  somewhere 
between  80-90%  of  all  problems  that  present  to  the 
general  health  care  facility.  The  most  exciting  po- 
tential long-term  solution  to  all  of  these  health  care 
problems  is  the  establishment  of  teams  of  health 
care  professionals,  particularly  in  rural  areas,  that 
provide  a broad  range  of  care.  I understand  there  is 
federal  legislation  aimed  at  a potential  solution,  and 
I also  know  that  the  American  Academy  of  Family 
Physicians  has  committed  itself  to  a very  intensive 
and  very  dynamic  approach  to  the  solution  of  the 
access  problems,  by  promoting  family  practice,  par- 
ticularly in  rural  areas,  to  students.  The  American 

Dr.  Hill  is  1988-89  president-elect  of  the  MSMA.  Presented 

October  20,  1988,  before  the  Subcommittee  on  Aging,  Com- 
mittee on  Labor  and  Human  Resources,  U.S.  Senate. 


"A  great  and  urgent  need  exists,  not  for 
short  term  solutions,  but  for  definitive,  com- 
prehensive, and  long-term  strategies  to  im- 
pact on  access  to  and  the  quality  of  health 
care  in  Mississippi." 


Academy  of  Family  Physicians  in  conjunction  with 
the  national  Rural  Health  Association  and  the  Amer- 
ican Hospital  Association’s  Section  on  Small  and 
Rural  Hospitals  is  developing  a monograph  on  re- 
cruitment and  retention  of  family  physicians  in  un- 
der-served areas.  Also,  a core  curriculum  guideline 
is  in  development  for  the  use  in  family  practice 
residency  programs.  Of  particular  importance  is  the 
fact  that  family  practice  residents  will  be  taught  to 
utilize  the  team  approach  (that  is,  the  health  care 
team)  to  provide  care  in  under-served  areas  and  to 
the  elderly  and  indigent.  I think  federal  funding  for 
this  type  of  educational  program  would  continue  to 
experience  fewer  cutbacks  than  funding  for  other 
education.  Also,  there  is  badly  needed  some  kind 
of  financial  and  tax  incentive  enticement  to  promote 
primary  care  specialists  in  rural  practices.  More  eq- 
uitable payment  to  practitioners  in  rural  areas  is  long 
overdue . An  increase  in  this  type  of  care  in  the  rural 
regions  would  be  more  cost  effective  and  would 
probably  result  in  higher  quality  medical  care. 

Rural  Hospital  Viability  — 

Hospital  Accessibility 

Multiple  factors  are  having  an  impact  on  the  vi- 
ability of  the  small  and  rural  hospitals.  With  the 
aging  of  our  population,  it  is  very  likely  that  the 
small  community  and/or  rural  hospital  could  be  the 
focal  point  for  delivery  of  health  care  to  the  elderly 
in  the  future.  The  factors  that  are  having  an  adverse 
effect  include  a small  population  and  tax  base  and 
delivery  of  an  increased  amount  of  uncompensated 
care.  Other  factors  that  have  an  effect  on  the  finan- 
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. . solutions  to  these  problems  will  come 
about  by  the  cooperation  of  public  and  pri- 
vate advocates.  We  must  have  tenacious  ad- 
vocacy for  our  citizens  as  far  as  health  care 
is  concerned." 


cial  viability  of  these  hospitals  include  Medicare 
and  Medicaid  reimbursement  policies,  increased 
competition  in  the  delivery  of  health  care  services, 
and  legislatively  mandated  limits  on  the  innovations 
by  the  staffs  and  administration  of  these  hospitals. 
I will  briefly  touch  on  the  more  urgent  obstructions 
to  the  viability  of  these  facilities.  In  my  opinion, 
the  single  most  important  aspect  of  financial  sur- 
vival of  the  small  rural  hospital  is  the  urban/rural 
differential  in  payments  by  Medicare’s  prospective 
pricing  system.  An  urban/rural  differential  was  in- 
corporated into  the  prospective  payment  system 
payment  rates  to  account  for  labor  and  non-labor 
cost  differences  in  urban  and  rural  hospitals.  On 
average,  this  results  in  federal  payments  to  rural 
hospitals  being  9-27%  less  than  such  payments  to 
urban  hospitals.  For  example,  a representative  of 
one  state  in  recent  testimony  before  an  American 
Medical  Association  reference  committee  states  that 
Medicare  reimburses  the  urban  hospitals  $5,300  for 
patients  in  DRG  89  (pneumonia),  but  only  reim- 
burses rural  hospitals  $2,200  for  the  patient  in  this 
DRG  — a 241%  differential.  Similarly,  urban  hos- 
pitals receive  $4,500  for  patients  in  DRG  127  (heart 
failure  and  shock)  while  rural  hospitals  only  receive 
$1,900  for  such  patients  — a 237%  differential. 
Changes  in  these  inequities  alone  would  insure  the 
survival  of  most  of  these  facilities  that  are  needed. 
It  would  also  be  quite  prudent  to  look  at  the  marked 
increase  in  the  cost  of  care  for  patients  in  the  urban 
centers  if  and  when  the  rural  hospitals  close.  I en- 
vision the  function  of  the  community  and  small  rural 
facilities  in  the  future  being  one  of  a focal  point  for 
wellness  centers,  nursing  home  care,  adult  day  care, 
and  respite  care.  It  appears  to  me  that  this  would 
be  a much  more  cost  effective  and  compassionate 
manner  in  which  to  take  care  of  those  elderly  and 
infirm  who  must  be  institutionalized. 

Financing  Long-Term  Care 

There  is  increasing  concern  over  how  to  best  fi- 
nance the  growing  expenses  of  long-term  care.  This 
concern  has  been  accentuated  by  the  fact  that  per- 
sons over  65  represent  the  fastest  growing  segment 
of  our  population,  and  that  this  group  is  at  the  high- 
est risk  of  incurring  chronic  illness  or  disability. 


This  unprecendented  growth  in  the  older  population 
— particularly  the  75  plus  age  group  — have  a 
major  impact  on  the  nation’s  health  care  system. 
Given  the  increased  pressures  for  the  development 
of  adequate  mechanisms  for  financing  long-term  care 
and  the  fiscal  restraints  being  imposed  on  the  public 
sector,  the  private  sector  will  have  to  develop  fi- 
nancing mechanisms  in  the  future.  In  general,  pri- 
vate sector  initiatives  for  financing  long-term  care 
will  need  legislative  support.  Indemnity  insurance 
plans,  managed  care  approaches,  cash  accumulation 
plan,  and  family  support  plans  are  some  of  the  areas 
that  must  be  explored  and  expanded. 

Medicaid  Expansion 

The  final  report  of  Health  Policy  Agenda  for  the 
American  People,  an  initiative  that  was  put  together 
with  the  cooperation  of  425  representatives  from 
different  health  related,  business,  government,  and 
consumer  groups,  highly  recommended  uniform  na- 
tional standards  for  Medicaid  eligibility  benefits.  It 
was  also  recommended  that  Medicaid  programs  be 
expanded  to  the  medically  needy  who  are  currently 
eligible. 

In  our  state,  in  recent  years,  an  executive  level 
committee  has  recommended  the  expansion  of  the 
Medicaid  program  to  its  maximum.  The  recom- 
mendation was  very  clear  in  that  this  would  be  the 
most  immediate  and  long-lasting  economic  benefit 
concerning  health  care  for  citizens  of  our  state.  The 
economic  shot  in  the  arm  for  the  state  of  Mississippi 
by  expanding  Medicaid  to  its  maximum  would  mean, 
after  matching  formulas  and  multiplying  factors  were 
applied  to  the  funds,  that  our  economy  would  re- 
ceive over  a half  billion  dollars.  Along  with  that 
expansion  of  Medicaid  would  come  the  expanding 
of  eligibility  which  would  reduce  significantly  the 
number  of  uninsured  residents  of  our  state. 

Initiatives  for  Increasing  Health  Care  Coverage 

Initiatives  have  been  developed  or  are  in  the  proc- 
ess of  being  developed  in  several  states  for  increas- 
ing health  insurance  coverage  for  the  under-insured 
and  uninsured.  These  ideas  include  state  risk  pools 
that  subsidize  health  insurance  premiums  for  small 
employers  and  individuals,  mandatory  employer 
health  insurance  legislation,  and  ideas  like  tax  credit 
plans  to  encourage  small  employers  to  voluntarily 
provide  health  premium  coverage.  I will  briefly  touch 
on  only  one  of  those  initiatives  in  a single  state. 
The  state  of  Missouri  will  be  voting  on  a very  in- 
novative initiative  for  uninsured  care.  This  initiative 
will  expand  the  Medicaid  program,  thereby  boosting 
their  economy  through  matching  funds;  it  will  create 
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an  insurance  pool  for  catastrophic  coverage  avail- 
able for  anyone;  it  will  provide  insurance  to  people 
turned  away  because  of  pre-existing  conditions  (that 
is  cancer  or  AIDS);  it  will  increase  Medicaid  reim- 
bursement for  hospitals,  physicians,  pharmacies  and 
other  providers;  and  it  will  provide  insurance  plans 
for  those  who  do  not  qualify  for  Medicaid  and  who 
are  within  a 150%  of  the  federal  poverty  level.  Pre- 
miums will  be  based  on  income.  This  initiative  in 
Missouri  will  be  funded  by  an  earning  tax  which 
will  be  0.6%  for  all  employers.  Corporations  that 
do  not  offer  health  insurance  will  pay  a similar  tax 
on  net  profits. 

There  are  innumerable  other  plans  including  multi- 
employee trusts  and  group  arrangements,  arrange- 
ments subsidizing  premiums  for  employers  with  less 
than  20  employees  and  also  other  subsidies  with 
less  than  100  employees  and  plans  to  help  those 
physically  disabled  who  are  working  or  want  to 
work  but  need  insurance  coverage  to  pay  for  phys- 
ical therapy,  personal  care  attendants,  wheelchair 
repair,  etc. 

Regardless  of  your  philosophical  feeling  about 
this  type  of  subsidy,  reality  dictates  that  we  look  at 
this  very  carefully  and  develop  programs  that  would 
be  unique  for  our  own  state.  It  is  very  likely  that 
successful  programs  might  require  national  legis- 
lative help,  changes,  or  approval.  To  give  you  an 
example  of  a plan  that  might  require  congressional 
action,  let  me  outline  this  example.  Suppose  that 
every  county  in  the  state  of  Mississippi  were  to  place 
a certain  amount  of  money  into  a risk  pool.  Suppose 
that  each  hospital  in  the  state  were  required  to  con- 
tribute to  this  risk  pool  and  even  that  there  was  a 
small  earning  tax  that  went  into  the  pool.  Then  let’s 
suppose  that  employers,  for  a minimum  purchase 
price,  could  buy  Medicaid  coverage  for  their  em- 
ployees. Perhaps  they  could  purchase  a health  care 
coverage  at  a much  lower  rate  than  traditional  health 
insurance  coverage  thereby  insuring  a large  segment 
of  employees  that  heretofore  have  not  had  any  kind 
of  coverage.  Perhaps  agricultural  workers  would  be 
a good  example  of  those  who  could  be  covered  and 


may  not  have  coverage  now.  Certainly,  congres- 
sional action  would  have  to  take  place  in  order  for 
the  program  to  be  utilized  in  such  a manner. 

MSMA  "Senior  Care"  Plan 

In  our  state,  the  Mississippi  State  Medical  As- 
sociation has  developed  and  is  implementing  a pro- 
gram called  the  “Senior  Care”  program.  The  “Sen- 
ior Care”  program  was  developed  in  conjunction 
with  the  Mississippi  Council  on  Aging  to  enable 
low  income  Medicare  recipients  to  identify  physi- 
cians who  will  be  willing  to  accept  Medicare  as- 
signments. “Senior  Care”  is  now  operating  through 
local  Councils  on  Aging  and  the  MSMA.  The  pro- 
gram is  for  low  income  older  persons  and  Missis- 
sippi physicians  who  will  accept  Medicare  assign- 
ment upon  presentation  of  the  “Senior  Care”  card. 
Even  though  the  20%  co-insurance  and  the  yearly 
deductible  for  Medicare  patients  will  still  exist,  phy- 
sician members  of  this  program  will  not  likely  push 
for  payment  of  the  co-insurance  and  deductible. 

It  is  our  hope  that  the  20%  co-insurance  and  yearly 
deductible  will  be  allowed  to  be  waived  by  the  health 
care  financing  agency.  Congressional  persuasion 
might  also  be  of  benefit  in  having  this  requirement 
waived  for  the  Medicare  poor.  This  program  is  pres- 
ently being  piloted  in  the  Golden  Triangle  area,  the 
North  Delta  area,  and  the  Jones  County  area  of 
Mississippi,  and  will  soon  go  statewide. 

In  closing,  I would  like  to  emphasize  the  fact  that 
solutions  to  these  problems  will  come  about  by  the 
cooperation  of  public  and  private  advocates.  We 
must  have  tenacious  advocacy  for  our  citizens  as 
far  as  health  care  is  concerned.  We  must  have  pri- 
vate and  government  agencies  committed  to  solving 
these  problems  and  we  must  have  those  willing  to 
make  selfless  sacrifices  in  order  to  accomplish  these 
ends.  The  question  is  not  whether  we  can  afford  to 
make  these  adjustments  in  taking  care  of  this  sig- 
nificant health  care  problem,  but  the  question  is, 
can  we  afford  not  to?  ★★★ 

P.O.  Box  247  (38748) 
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DAVID  R.  STECKLER,  M.D. 


With  Compassion  and  Respect  for 
Human  Dignity 

I RECENTLY  participated  in  a press  conference  with  the  chairman  of  the  Board 
of  Direetors  of  the  MS  Hospital  Association  to  present  the  following  statement 
based  on  action  by  our  MSMA  Board  of  Trustees: 

“The  Mississippi  State  Medical  Association  wishes  to  express  its  support  for 
ending  state  funding  of  a charity  hospital  system. 

“We  do  this  in  the  context  of  urging  the  state  to  seek  maximum  federal  matching 
funds  for  all  monies  it  spends  on  health  care  and  in  support  of  a statewide,  single 
level  of  health  care. 

“The  federal-state  Medicaid  program  provides  matching  funds  for  health  serv- 
ices, and  Mississippi  receives  almost  $4  for  every  $1  it  allocates  to  the  program. 
The  Medicaid  program  is  the  best  funding  resource  for  a statewide,  single  level 
of  health  care  to  include  the  medically  needy. 

“By  directing  the  some  $7  million  in  state  funds  going  to  the  charity  hospitals 
into  the  Medicaid  program,  the  state  will  have  some  $35  million  to  apply  statewide 
for  care  of  its  medically  needy  citizens.  This  will  both  maximize  state  funds  for 
health  care  and  support  the  statewide,  single  level  of  health  care  the  Mississippi 
State  Medical  Association  believes  should  be  available  to  all  patients.  The  Mis- 
sissippi State  Medical  Association  will  support  efforts  to  accomplish  this.” 

The  Mississippi  Hospital  Association  presented  a similar  statement.  I have 
subsequently  been  amazed  to  see  the  reaction  to  ending  the  state  charity  hospital 
program.  This  especially  after  personally  experiencing  the  demise  of  our  Natchez 
Charity  Hospital  a few  years  ago. 

I can  quite  appreciate  the  concern  of  residents  in  the  areas  of  the  charity  hospitals 
who  are  utilizing  the  hospitals.  There  was  a similar  concern  in  Natchez.  The 
anticipated  event  of  many  medically  needy  persons  being  unable  to  access  the 
local  health  care  system  concluded  in  the  words  of  our  hospital  CEO  as  a “non- 
event.” 

This  aside,  however,  my  real  amazement  comes  from  what  apparently  is  an 
expression  by  many  of  my  colleagues  that  in  20th  century  medicine  there  should 
be  charity  hospitals  for  patients.  1 have  a sense  (and  a hope)  that  this  expression 

(Continued  on  page  65) 
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Let's  Not  Stop  with  One 
Successful  "We  Care  Day" 

For  many  years  physicians  have  been  urged  to 
more  actively  participate  in  political  affairs,  on  both 
the  state  and  national  levels.  A large  number  of  the 
Mississippi  State  Medical  Association  members  took 
a giant  step  toward  such  direct  involvement  on 
Wednesday,  January  18. 

Most  significant  was  the  number  and  attitude  of 
those  present.  Physicians  from  all  over  the  state, 
some  groups  arriving  by  buses,  met  in  Jackson  for 
a special  session  of  the  House  of  Delegates.  This 
was  followed  by  a joint  meeting  of  the  Mississippi 
State  Medical  Association,  Mississippi  Hospital  As- 
sociation and  Association  of  Hospital  Governing 
Boards.  The  combined  group  then  went  by  bus  car- 
avan to  the  State  Capitol,  where  some  800  people, 
including  more  than  400  physicians,  met  with  their 
senators  and  representatives.  An  evening  reception 
for  the  legislators  was  equally  well  attended  by 
members  of  the  associations  and  their  guests. 

Issues  are  important,  and  many  of  us  had  an  op- 
portunity to  discuss  multiple  problems  with  our  rep- 
resentatives; but  most  important  was  the  attitude  of 
those  present.  Although  final  actions  by  the  legis- 
lature may  not  reflect  all  of  our  desires,  this  action 
represented  a very  positive  step  by  Mississippi  State 
Medical  Association  members.  We  hope  this  atti- 
tude and  sense  of  involvement  will  continue  to  grow 
and  that  our  influence  will  become  more  meaning- 
ful. 

To  enhance  these  possibilities,  the  MSMA  House 
of  Delegates  is  encouraged  to  recommend  an  annual 
meeting  and  activity  of  this  type  during  the  legis- 
lative session. 

Myron  W.  Locke y,  M.D. 

Editor 


JOURNAL  OF  THE 
MISSISSIPPI  STATE 
MEDICAL  ASSOCIATION 

VOLUME  XXX,  NUMBER  2 
FEBRUARY  1989 

All-Day  Dinner  with  Preaching 
on  the  Grounds 

January  18  was  a day  to  remember  for  a lot  of 
us  here  in  Mississippi.  It  seemed  to  me  to  be  roughly 
a cross  between  a camp-meeting,  fraternity  rush 
week,  and  a political  rally.  It  was  just  real  nice 
being  with  friends  from  the  state  medical  head- 
quarters, doctors  from  all  over  the  state,  and  some 
good  friends  in  the  Mississippi  House  and  Senate. 

I was  astounded  by  the  numbers  that  showed  up 
for  the  event.  I sort  of  figured  on  150  to  200  people 
to  show  up,  but  to  have  around  800  people  blew 
my  mind.  There  were  a lot  of  nurses,  hospital  per- 
sonnel, and  spouses.  Even  my  wife,  who  is  not  a 
“political”  person,  was  there  . . . and  enjoyed  it. 

It  was  heartwarming  to  see  so  many  kindred  hearts 
dedicated  to  helping  medicine  in  Mississippi  and 
helping  our  medically  needy.  It  certainly  gave  me 
a good  feeling  about  the  people  in  health  care  in 
our  state. 

Mr.  Bucky  Murphy,  in  his  own  efficient  way, 
got  us  out  and  in,  and  back  again  . . . then  to  this 
and  that,  just  like  a master  lion  trainer.  The  whole 
day  went  very  smoothly  and  the  people  I spoke  with 
afterwards  were  equally  proud  of  those  who  put  it 
all  together. 

Most  of  all,  we  told  the  legislators  how  we  felt 
and  how  we  hoped  they  would  vote.  Best  of  all, 
we  showed  them  a united  front  with  our  “WE 
CARE”  ribbons  to  let  them  know  that  we  really  do 
care!  I look  forward  to  the  event  next  year  and  surely 
hope  to  see  you  there. 

Thank  God  I am  a physician  in  this  great  state 
of  Mississippi. 

Joseph  E.  Johnston,  M.D. 

Associate  Editor 
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COMMENT 


(Editor’s  Note:  The  following  is  a position  paper 
submitted  January  18,  1989  by  the  medical  staff  of 
Northwest  Mississippi  Regional  Medical  Center  and 
the  members  of  Clarksdale  and  Six  Counties  Med- 
ical Society.) 

Generally  we  agree  with  the  legislative  program 
of  the  Mississippi  State  Medical  Association  for 
1989.  However,  two  points  are  so  important  to  the 
quality  of  and  access  to  medical  care,  that  it  was 
felt  necessary  to  let  our  position  be  known  and  seek 
support  from  other  groups  and  citizens  who  feel 
likewise  so  that  corrections  can  be  made.  Many 
attempts  at  tort  reform  in  this  state  have  been  made 
with  the  only  result  being  a tightening  of  the  noose 
around  the  neck  of  anyone  who  attempts  to  care  for 
someone  else  — whether  it  be  professionally  or 
philanthropically. 

It  is  as  if  open  season  had  been  declared  on  all 
medical  providers  by  the  Mississippi  Legislature. 
Physicians,  nurses,  hospitals,  teclmicians,  boards 
of  trustees,  some  Good  Samaritans,  and  other  forms 
of  game,  both  large  and  small,  are  being  legally 
sniped  at  from  ambush  by  anyone  who  is  willing  to 
spend  $10  to  file  a lawsuit.  No  matter  that  the  suit 
has  no  merit.  The  time,  energy,  and  money  nec- 
essary to  defend  against  such  claims  are  still  the 
same,  Neither  the  client  nor  the  lawyer  who  is  on 
a contingency  fee  has  any  more  to  fear  than  a hunter 
being  shot  by  a squirrel. 

If  this  continues,  all  providers  will  necessarily 
discontinue  more  and  more  services  to  more  and 
more  people,  until  very  few  services  will  be  avail- 
able to  anyone  except  the  most  affluent  of  our  so- 
ciety in  often  distant  medical  centers. 

It  is  right  and  just  for  the  citizens  of  Mississippi 
to  seek  tort  reform,  but  it  will  be  difficult  or  im- 
possible to  accomplish  this  as  long  as  the  commit- 
tees where  these  bills  are  assigned  are  controlled  by 
plaintiff  trial  lawyers  who  legislate  three  months  a 
year  and  practice  law  for  nine  months. 

Certainly  if  physicians  can  be  barred  from  hold- 
ing positions  on  boards  of  trustees  of  hospitals  where 
they  are  serving  on  the  Medical  Staff,  then  practic- 
ing attorneys  serving  on  committees  having  to  do 
with  legal  matters  in  the  legislature  is  the  most  fla- 
grant example  of  conflict  of  interest  existing  today 
and  should  be  remedied. 

It  has  been  said  by  a defense  attorney  that  tort 
reform  in  Mississippi  will  never  pass  as  long  as  the 


foxes  are  in  the  hen  house.  It  is  our  position  that 
we  are  again  seeking  fair  and  just  reform  this  year. 
Moreover,  if  the  past  problems  of  committee  block- 
age continue,  then  we  feel  we  should  seek  class 
action  relief  in  the  form  of  a conflict  of  interest  suit 
against  these  legislators. 

Presently  Mississippi  is  financing  three  small, 
substandard  and  one  large,  first-class  hospital  out 
of  the  General  Fund.  Thus,  all  82  counties  contrib- 
ute monies  equally  to  these  hospitals  without  regard 
to  proximity,  clinical  excellence,  or  desire  to  utilize 
their  services. 

Certainly  no  one  objects  to  supporting  our  Uni- 
versity Hospital  and  keeping  it  in  “state  of  the  art” 
condition  so  as  to  continue  to  educate  our  medical 
and  paramedical  personnel  as  well  as  having  a ter- 
tiary referral  center  for  problem  patients  regardless 
of  their  ability  to  pay.  In  addition,  its  central  lo- 
cation in  Jackson  is  ideal  for  use  by  all  of  the  pop- 
ulace. We  must  continue  to  support  it  to  the  fullest. 

The  three  small  hospitals,  however,  present  an- 
other picture.  The  charity  hospital  system  in  Mis- 
sissippi was  chartered  prior  to  the  Civil  War  and  is 
as  outdated  as  is  slavery.  The  hospitals’  locations 
only  in  the  central  and  southeast  areas  of  the  state 
have  inherent  access  problems  (which  is  only  a mi- 
nor objection).  The  care  they  are  able  to  offer  and 
the  fact  that  they  freeze  their  patient  population  into 
the  substandard  charity  system  is  to  be  decried.  The 
indigent  care  available  through  the  mainstream 
county  hospitals  is  far  superior  and  more  practical, 
even  where  state  of  the  art  facilities  and  subspe- 
cialist care  is  unavailable,  because  the  patient  can 
be  referred  up  through  the  system. 

We  have  all  heard  and  read  the  arguments  for 
closing  these  hospitals  out  of  fairness  to  other  areas 
of  the  state:  to  save  money,  to  better  finance  Med- 
icaid, and  to  bring  more  of  the  medically  indigent 
into  the  mainstream  of  medicine.  We  have  also  heard 
the  emotional  pleas  of  “Save  the  charity  hospitals 
or  the  poor  people  will  have  no  care  available.” 
HOGWASH!  There  are  rumors  circulating  over  the 
state  that  the  people  in  North  Mississippi  want  them 
closed.  This  is  untrue  insofar  as  our  area  is  con- 
cerned. Most  of  the  counties  have  been  sharing  their 
facilities  with  the  needy  for  years.  It  is  our  position 
that  the  General  Fund  should  not  be  burdened  with 
the  selfish  desires  of  local  politicians  to  the  detri- 
ment of  their  citizens,  and  that  it  is  immoral  to  ask 
the  entire  state  to  support  this  form  of  servitude.  If 
the  people  supporting  Mattie  Hersey,  Kuhn  Me- 
morial, and  Jones  County  Charity  Hospitals  want 
to  continue  these  present  policies  for  whatever  rea- 

(Continued  on  page  58) 
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Participants  Consider 
''We  Care  Day"  A Success 

More  than  800  MSMA  members,  spouses  and 
hospital  officials  demonstrated  their  concern  about 
legislation  affecting  health  care  in  Mississippi  when 
they  convened  in  Jackson  on  January  18  for  “We 
Care  Day.” 

Sponsored  by  MSMA,  the  Mississippi  Hospital 
Association  and  the  Mississippi  Association  of  Hos- 
pital Governing  Boards,  “We  Care  Day”  provided 
an  opportunity  for  participants  to  voice  their  support 
for  bills  on  tort  reform  and  care  of  Mississippi’s 
medically  indigent. 

Following  meetings  of  the  policy-making  bodies 
of  the  MSMA  and  MHA,  the  800  participants 
boarded  buses  for  a trip  to  the  Capitol,  where  they 
discussed  with  legislators  their  concerns.  An  eve- 
ning reception  with  legislators  provided  further  op- 
portunity for  dialogue. 


All  except  three  of  MSMA’s  component  societies 
sent  delegations,  with  North  Central  Society  bring- 
ing almost  60%  of  the  membership  for  the  day’s 
activities. 


MSMA  president  David  R.  Steckler,  M.D.,  second  from 
right,  met  with  Rep.  Barney  Schoby.  They  are  pictured 
with  some  of  the  health  professionals  from  Adams  County 
who  attended  “We  Care  Day." 


The  standing-room-only  audience  of  over  800  "We  Care  Day"  participants  listened  attentively  to  discussions  of 
legislative  issues. 
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Some  800  participants  listened  to  legislative  briefings  before  boarding  buses  for  a trip  to  the  Capitol. 


Rep.  Bob  Short,  right,  was  among  legislators  who  met 
with  "We  Care  Day"  participants  in  the  corridors  of 
the  Capitol. 


Rep.  Ray  Vecchio,  left  foreground,  talks  with  health 
care  professionals  who  visited  the  Capitol. 
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Eight  buses  delivered  ‘'We  Care  Day”  participants  to  the  state  Capitol. 


Physicians  and  hospital  officials  met  with  legislators 
in  the  corridors  as  well  as  in  offices  and  chambers. 


A few  of  the  “We  Care  Day”  participants  were  pic- 
tured in  the  Capitol  rotunda  as  they  talked  with  legis- 
lators. 
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Sen.  Vince  Scoper,  right,  talked  with  physicians  from  the  Laurel 
area,  including  Dr.  John  Hassell,  left,  and  Dr.  Eric  Lindstrom. 


The  MSMA  Auxiliary  worked  hard  to 
promote  a successful  “We  Care  Day.’’ 
Auxiliary  president  Ruth  Smith  and  her 
husband.  Dr.  D.  P.  Smith,  are  pictured 
as  they  took  their  seats  in  the  crowded 
ballroom. 


MSMA  past  president  Peggie  Herring- 
ton, pictured  with  her  husband  Dr.  Joe 
Herrington,  as  ‘ 'We  Care  Day’  ’ activities 
got  underway. 


Rep.  Gary  Staples,  left,  is  pictured  at  his  desk  with  “We  Care  Day’’ 
participants  from  Jones  County.  At  right  is  MSMA  Auxiliary  past  pres- 
ident Jo  Waites. 


Sen.  Terry  Jordan,  center,  pauses  for 
a photo  with  Dr.  and  Mrs.  Dewitt  Craw- 
ford. 
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Sen.  Clyde  Woodfield,  left  foreground,  met  with  three 
“V/e  Care  Day”  participants,  including  MSMA  trustee 
David  Clippinger,  M.D.,  at  right. 


Dr.  Walter  Rose,  seated,  leaves  a message  on  a sen- 
ator’s desk.  From  left  are:  Mrs.  Lanny  Prichard,  Dr. 
Wade  Dowell,  and  Indianola  hospital  official  H.  J . Blis- 
sett.  Below,  Dr.  Guy  Campbell  and  Dr.  Joel  Alvis  were 
among  MSMA  members  who  visited  the  Capitol. 


Sen.  Vince  Scoper,  pictured  with  Dr.  Jimmy  Waites 
of  Laurel,  who  among  MSMA  members  who  partic- 

ipated in  ‘‘We  Care  Day.” 


Dr.  Frank  Bowen  of  Carthage,  left,  met  with  Sen. 
Buddy  Bond  during  ‘‘We  Care  Day”  at  the  Capitol. 
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The  success  of  “We  Care  Day’’  was  indicated  by  the  standing-room-only  crowd  of  800  participants. 


nil'll'^' 

Doctor, 

!ii 

Have  you  ever  looked  for  a different  way  to  say 

I f if 

if*? 

"Thank  You,"  "Congratulations,"  or  "Get  Well 

HI 

Soon"? 

All  of  these  messages  are  available,  along  with 

memorial  tributes,  in  greeting  cards  from  the 

if' 

MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 

Thank 

or  colleague. 

You 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 

1 

MSMA  Auxiliary,  or  Kathy  Carmichael,  106 
Colonial  Place,  Hattiesburg,  MS  39401; 

telephone  268-9642. 
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Senior  Care  Program 
Expanding  to  Other  Areas 

Senior  Care,  sponsored  by  MSMA  and  the  Mis- 
sissippi Council  on  Aging,  is  expanding  into  the 
central  and  southern  regions  of  Mississippi  follow- 
ing a successful  pilot  program  in  the  Golden  Tri- 
angle and  North  Delta  areas. 

Physicians  in  those  areas  are  being  asked  to  vol- 
untarily accept  assignment  for  needy  Medicare  ben- 
eficiaries who  are  eligible  for  the  program. 

In  adopting  the  Senior  Care  program,  the  MSMA 
Board  of  Trustees  and  House  of  Delegates  described 
it  as  representing  a principle  already  existing  in  the 
state  — that  “Mississippi  physicians  have  given  and 
are  willing  to  continue  to  give  compassionate  and 
special  consideration  to  those  unable  to  afford  needed 
care.” 

Eligibility  for  Senior  Care  is  determined  by  rep- 
resentatives of  the  area  Agency  on  Aging.  When  an 
enrolled  person  presents  the  Senior  Care  identifi- 
cation card  at  the  physician’s  office,  the  staff  knows 
that  the  cardholder  has  met  predetermined  criteria 
for  acceptance  of  assignment  and  that  their  name  is 
to  be  entered  on  the  Senior  Care  tracking  report. 
The  monthly  report  enables  MSMA  to  monitor  uti- 
lization of  this  service  by  the  state’s  poor  elderly 
citizens. 

For  more  information,  contact  Lora  Lane  at  the 
MSMA  headquarters  office. 

Gov.  Mabus  Declares 
Poison  Prevention  Week 

During  1988,  more  than  100  Mississippians  died 
as  a result  of  poisoning.  Estimates  are  that  50  poi- 
soning incidents  occur  every  day  in  the  state. 

Gov.  Ray  Mabus  has  declared  March  19-25  Poi- 
son Prevention  Week  in  Mississippi  to  help  make 
the  state’s  citizens  more  aware  of  the  need  for  cau- 
tion. 

A review  of  cases  from  the  Regional  Poison  Con- 
trol Center  at  the  University  of  Mississippi  Medical 
Center  indicates  the  wide  range  in  age  and  circum- 
stance of  people  affected  by  poisoning: 

• babies  who  chewed  on  poisonous  plants, 

• curious  toddlers  who  swallowed  brightly  col- 
ored pills, 

• teenagers  who  ate  toxic  mushrooms  or  exper- 
imented with  dangerous  inhalants, 

• college  students  who  mixed  alcohol  with  drugs, 

• factory  workers  with  corrosive  chemicals 
splashed  in  their  eyes  and  on  their  skin, 

• homemakers  who  mixed  cleaning  agents  which 


produced  harmful  vapors, 

• farmers  and  gardners  who  failed  to  follow  di- 
rections for  the  safe  use  of  pesticides, 

• hunters  and  hikers  bitten  by  venomous  snakes 
and  spiders, 

• senior  citizens  who  failed  to  take  prescription 
medicines  according  to  directions  on  the  label. 

Mississippi’s  poison  center  is  staffed  by  poison 
information  specialists,  nurses,  and  toxicologists  24 
hours  a day.  Physicians  are  on  call  around  the  clock. 
They  provide  current  information  to  both  the  public 
and  health  professionals. 

For  more  information  or  for  personal  assistance 
in  a poisoning  crisis,  call  (601)  354-7660  or  write: 
Regional  Poison  Control  Center,  University  of  Mis- 
sissippi Medical  Center,  2500  North  State  Street, 
Jackson,  Mississippi  39216-4505. 

Program  Offers  Supplementary 
Counseling  for  HIV-Positive  Persons 

Referrals  are  being  sought  for  a new  project  that 
offers  and  evaluates  the  impact  of  ongoing  support 
group  counseling  for  persons  who  learn  they  are 
seropositive  for  human  immunodeficiency  virus 
(HIV)  infection.  The  project,  termed  “Positive 
Health,”  is  directed  by  Jeffrey  A.  Kelly,  Ph.D., 
Professor  of  Psychiatry  (Psychology)  and  Chief  of 
the  Division  of  Psychology  at  the  University  of  Mis- 
sissippi Medical  Center.  It  is  funded  by  a grant  from 
the  National  Institute  of  Mental  Health  (NIMH). 

Patients  who  learn  that  they  are  HIV  positive  may 
face  anxiety,  fear,  isolation,  depression,  and  psy- 
chological distress.  These  problems  are  com- 
pounded because  they  often  sense  few  sources  of 
social  support  due  to  the  stigma  associated  with 
AIDS.  Positive  Health  will  determine  if  involve- 
ment in  a carefully-planned  mental  health  followup 
program  can  lessen  these  difficulties. 

Most  persons  in  the  program  will  be  invited  to 
take  part  in  professionally-led  small  groups  which 
teach  stress  and  anxiety  management  skills,  the 
adoption  of  health  promotion  regimens,  and  other 
psychological  coping  skills  tailored  to  problems  and 
fears  faced  by  persons  who  are  HIV  positive.  De- 
tailed education  concerning  HIV  infection,  risk  be- 
havior reduction,  and  research  developments  is  in- 
cluded. Others  in  the  program  may  receive  individual 
sessions  in  the  same  areas  on  an  “as  requested” 
basis.  All  services  are  provided  by  clinical  psy- 
chologists, counselors,  nurses,  social  workers,  and 
other  professionals  experienced  in  the  needs  of  sero- 
positive persons.  There  is  no  charge  for  participa- 
tion. The  project’s  psychological  services  are  in- 
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Introducing  a new  compaity 
with  an  arr^  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 


Frank  Cochran 


Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
sen/ices  for  physicians  in  West  Central 
Alabama,  I have  decided  to  sen/e  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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HIV  COUNSELING  — Continued 

tended  to  expand  upon,  rather  than  replace,  the 
medical  care  and  counseling  ordinarily  given  to  per- 
sons who  learn  they  are  HIV  positive. 

To  protect  confidentiality,  participants  will  be 
asked  to  use  a code  number,  not  their  name,  on 
evaluation  questionnaires  they  complete  before  and 
after  the  project.  Hospital  medical  charts  are  not 
maintained  for  participants,  and  sessions  are  con- 
ducted in  evening  hours  in  a quiet  location  away 
from  the  hospital  building.  Participants  will  have 
contact  only  with  professional  staff  directly  in- 
volved with  Positive  Health. 

Persons  can  self-refer  by  calling  984-5859.  Health 
care  professionals  who  would  like  more  information 
or  copies  of  program  brochures  to  make  available 
to  their  clients  or  patients  should  contact  Dr.  Kelly 
at  the  same  number. 


UMC  Announces 
Faculty  Appointments 

Six  have  been  named  in  faculty  appointments  in 
the  Schools  of  Medicine,  Health  Related  Profes- 
sions and  Dentistry  and  centerwide  at  the  University 
of  Mississippi  Medical  Center. 

In  the  School  of  Medicine,  Dr.  Gregory  H.  Blake 
was  named  assistant  professor  of  family  medicine. 

School  of  Health  Related  Professions  appoint- 
ments included  Bette  Ann  Groat,  assistant  professor 
of  occupational  therapy  and  chairman  of  the  de- 
partment, and  Robert  T.  Usry,  assistant  professor 
of  medical  technology. 

Appointed  to  the  School  of  Dentistry  was  Dr. 
Dwane  Hal  Dean,  assistant  professor  of  diagnostic 
sciences. 

Centerwide,  Dr.  Michael  D.  Lundrigan  was 
named  assistant  professor  of  microbiology,  and  Dr. 
Hun  Mo  Yang,  instructor  in  physiology  and  bio- 
physics. 

Usry  earned  the  B.S.  in  1960  at  Jacksonville  State 
University  and  the  M.S.  in  1973  at  Bowling  Green 
State  University.  He  also  attended  the  U.S.  Army 
Command  and  General  Staff  College,  the  U.S.  Army 
Academy  of  Health  Services,  Brooke  Army  Medical 
Center  School  of  Medical  Technology  and  took  a 
Tri-science  Blood  Bank/Immunohematology  Fel- 
lowship at  the  U.S.  Army  Medical  Research  Lab 
at  Fort  Knox,  Kentucky.  He  has  held  positions  as 
associate  biologist  with  the  Southern  Research  In- 
stitute at  Birmingham,  Alabama;  chief  of  laboratory 
service  for  the  Sixth  Convalescent  Center  in  Viet- 
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nam;  medical  technician,  medical  technologist  as- 
sistant chief  of  the  blood  bank  and  chief  of  the  blood 
donor  center  at  Walter  Reed  Army  Institute  of  Re- 
search in  Washington,  D.C.;  clinical  laboratory  of- 
ficer with  the  U.S.  Army  Hospital  at  Fort  Jackson, 
South  Carolina;  chief  of  the  blood  bank  at  Madigan 
Army  Medical  Center  at  Tacoma,  Washington;  lab- 
oratory/blood program  staff  officer  with  the  U.S. 
Army  Health  Services  Command  at  Fort  Sam  Hous- 
ton, Texas;  administrative  director  for  the  Depart- 
ment of  Pathology  at  Saint  Mary  Hospital  at  Port 
Arthur,  Texas;  and  manager  and  technical  director 
for  United  Blood  Services  at  Mobile,  Alabama.  He 
has  been  manager  of  United  Blood  Services  in  Jack- 
son  since  1987. 

Dr.  Dean  earned  the  B.S.  in  1974  at  Oklahoma 
State  University,  the  D.D.S.  in  1979  at  the  Uni- 
versity of  Oklahoma,  and  the  M.S.  in  1983  at  the 
University  of  Alabama  at  Birmingham.  He  took 
postgraduate  training  in  oral  pathology  at  the  Uni- 
versity of  Alabama  and  in  periodontics  at  the  Mayo 
Graduate  School  of  Medicine. 

Dr.  Yang  earned  the  B.S.  in  1976  and  the  M.D. 
in  1980  at  Korea  University.  He  was  a general  med- 
ical officer  with  the  Masan  Military  Hospital  from 
1980-1984.  He  has  been  a graduate  student  at  the 
Medical  Center  since  1984. 


Dr.  Hall  Assumes  New 
UMC  Department  Post 

Dr.  John  E.  Hall  has  been  named  vice  chairman 
of  the  Department  of  Physiology  and  Biophysics  at 
the  University  of  Mississippi  Medical  Center,  ef- 
fective December  15. 

Dr.  Hall  earned  the  B.S.  magna  cum  laude,  in 
1968  at  Kent  State  University  and  the  Ph.D.  in  1974 
at  Michigan  State  University.  He  took  his  postdoc- 
toral fellowship  at  UMC  and  was  the  1975-1978 
recipient  of  the  National  Institutes  of  Health  Re- 
search Service  Award  and  the  1979-1984  recipient 
of  the  NIH  Research  Career  Development  Award. 
He  also  received  the  Ernest  G.  Spivey  Research 
Award  of  the  American  Heart  Association,  Missis- 
sippi Affiliate  in  1979. 

Dr.  Hall  was  appointed  instructor  in  physiology 
and  biophysics  at  the  Medical  Center  in  1975  and 
rose  through  the  ranks  to  assistant  professor  in  1976, 
associate  professor  in  1979  and  professor  in  1982. 
A member  of  the  graduate  faculty  since  1977,  he 
was  named  director  of  the  graduate  program  in  phys- 
iology and  biophysics  in  1980. 
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Dr.  Blair  Batson 
Recognized  at  Banquet 


Dr.  Blair  Batson,  center,  who  is  retiring  as  chairman 
of  the  Department  of  Pediatrics  at  the  University  of  Mis- 
sissippi Medical  Center,  was  recently  recognized  for  33 
years  of  outstanding  service  at  a dinner  in  his  honor. 
With  him  are  Dr.  Robert  Abney,  left,  clinical  assistant 
professor  of  pediatrics  at  UMC,  and  Dr.  Floyd  Denny, 
professor  emeritus  of pediatrics  at  the  University  of  North 
Carolina  at  Chapel  Hill. 


Dr.  Owen  Evans  Named 
Pediatric  Department  Head 

Dr.  Owen  B.  Evans  has  been  named  professor 
of  pediatrics  and  chairman  of  the  department  at  the 
University  of  Mississippi  Medical  Center,  effective 
January  1. 

Dr.  Evans  will  succeed  Dr.  Blair  E.  Batson  who 
retires  as  chairman  on  December  31,  1988.  Dr.  Bat- 
son came  to  the  Medical  Center  in  1955  as  its  first 
chairman  of  pediatrics. 


Dr.  Evans  earned  the  B.A.,  magna  cum  laude, 
in  1969  and  the  M.D.  in  1973  at  Vanderbilt  Uni- 
versity. He  took  his  internship  at  the  Children’s 
Orthopedic  Hospital  and  Medical  Center  at  Seattle, 
Wash.,  and  was  a Lieutenant  in  the  U.S.  Navy 
Medical  Corps  from  1974-1976.  He  took  residen- 
cies in  pediatrics  and  neurology  at  Vanderbilt  Uni- 
versity, and  was  named  assistant  professor  of  neu- 
rology and  pediatrics  there  in  1980. 

Dr.  Evans  was  appointed  associate  professor  of 
pediatrics  and  chief  of  the  Division  of  Pediatric  Neu- 
rology at  the  Medical  Center  in  1983.  He  became 
director  of  the  Child  Development  Center  and  the 
Pediatric  Intensive  Care  Unit  in  Children’s  Hospital 
in  1986,  and  was  promoted  to  the  rank  of  professor 
in  July,  1988. 

Dr.  Evans’  professional  memberships  include  the 
Child  Neurology  Society,  Central  Mississippi  Pe- 
diatric Society,  American  Academy  of  Pediatrics, 
American  Academy  of  Neurology,  Central  Society 
for  Neurological  Research,  American  Medical  As- 
sociation and  Mississippi  State  Medical  Associa- 
tion. 


COMMENTS  (Continued  from  page  48) 

sons,  those  hospitals  should  be  supported  by  the 
counties  of  location  and  by  a pro  rata  levy  on  the 
counties  of  residence  of  the  patient  users,  as  well 
as  the  funds  of  their  Medicaid  patients.  Then  let  the 
rest  of  the  state  continue  to  take  care  of  their  own 
indigent  with  a clean  conscience. 

When  someone  gives  a poor  neighbor  a drink  of 
water,  it  needs  not  have  ice  in  it;  but  it  should  come 
out  of  the  clean  water  tap  and  not  the  sink.  Let 
Mississippi  join  the  Twentieth  Century  before  the 
Twenty-first  gets  here! 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
277  E.  Pearl  St. /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 


58 


JOURNAL  MSMA 


NEW 

MEMBERS 


Blanks,  Thomas  S.  , Gulport.  Bom  Magnolia,  MS, 
May  20,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
medicine  residency,  Baylor  University  Medical 
Center,  Dallas,  1979-82;  elected  by  Coast  Counties 
Medical  Society. 

Carr,  Martha  Ann,  Biloxi.  Bom  Roanoke,  VA, 
April  1,  1954;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1980;  interned,  medicine 
residency,  fellowship  in  cardiology,  Tulane  Affil- 
iated Hospital,  New  Orleans,  1980-87;  elected  by 
Coast  Counties  Medical  Society. 

C(X)PER,  John  Ross,  Greenwood.  Bom  St.  Louis, 
MO,  Oct.  19,  1942;  M.D.,  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  1967;  interned  and 
diagnostic  radiology  and  cardiovascular  radiology 
fellowships.  University  of  Oregon  Medical  School, 
Portland,  1967-1974;  elected  by  Delta  Medical  So- 
ciety. 

Fokakis,  Arthur  N.,  Hattiesburg.  Bom  Hatties- 
burg, MS,  Aug.  21,  1946;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1979;  in- 
terned and  medicine  residency,  USAF  Medical  Cen- 
ter, Keesler  AFB,  MS,  1979-82;  allergy/immunol- 
ogy fellowship,  Wilford  Hall  USAF  Medical  Center, 
Lackland  AFB,  TX,  1982-84;  elected  by  South  Mis- 
sissippi Medical  Society. 

Grant,  Fred  Y.,  Meridian.  Bom  Meridian,  MS, 
Sept.  4,  1953;  M.D.,  University  of  South  Alabama 
School  of  Medicine,  Mobile,  1979;  interned,  1979- 
81,  Dmid  City  Hospital;  ob-gyn  residency,  Carra- 
way  Methodist  Hospital,  Birmingham,  AL,  1981- 
84;  elected  by  East  Mississippi  Medical  Society. 

Harris,  David  A.,  Biloxi.  Bom  New  Rochelle, 
NY,  July  17,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1982;  interned  and 
anesthesiology  residency.  University  Medical  Cen- 
ter, Jackson,  1982-85;  elected  by  Coast  Counties 
Medical  Society. 

Howell,  Michael  G.,  Ashland.  Bom  Jackson,  MS, 
July  29,  1955;  D.O. , University  of  Health  Sciences, 
College  of  Osteopathic  Medicine,  Kansas  City,  MO, 
1985;  interned,  one  year.  University  of  Tennessee, 
Knoxville;  elected  by  North  Mississippi  Medical 
Society. 


Humble,  Robert  Lee,  Vicksburg.  Bom  Monroe, 
LA,  Aug.  11,  1955;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  Shreveport,  1982;  in- 
terned and  urology  residency,  Louisiana  State  Uni- 
versity Medical  Center,  Shreveport,  1982-88;  elected 
by  West  Mississippi  Medical  Society. 

Kronfol,  N.  O.,  Greenville,  MS.  Bom  Beimt, 
Lebanon,  July  29,  1950;  M.D.,  American  Univer- 
sity of  Beimt  Medical  School,  Lebanon,  1975;  in- 
terned and  medicine  residency,  American  Univer- 
sity Hospital,  Beimt,  Lebanon,  1975-77;  renal 
fellowship.  Medical  College  of  Virginia,  Rich- 
mond, 1977-80;  elected  by  Delta  Medical  Society. 

Mahaffey,  Earl  Leslie,  Jackson.  Bom  Jackson, 
MS,  Oct.  15,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1984;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  1984-87;  elected  by  Central  Medical 
Society. 

Waterer,  Rebecca  Joy,  Whitfield.  Bom  Amory, 
MS,  Jan.  27,  1959;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1985;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  1985-88;  elected  by  Central  Medical  So- 
ciety. 


We  earn 

your  trust  every  day  “ 


Trustmark . 

National  Bank 

JacksonyBogue  ClMno/BrookhMn/Canion/Ckrxon/Cotumtea 
Gaof9etown/Glo»taf/Gre<n^/Gf»enwood/Httw8&wfo/M«itehurat 
Lel«nd/L<>ertv/M«>«on/MagM/McComt)/P««1/Petal/Ridgal*no 
Tylenm^ /Wesson 
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You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


NSPIA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


PERSONALS 


Orlando  Andy  of  UMC  made  presentations  at  the 
Pavlovian  Society  meeting  in  Orlando,  Florida,  and 
the  Eastern  Association  of  Electroencephalogra- 
phers  meeting  in  New  York. 

Jerry  Adkins  of  Biloxi  has  been  named  to  the 
Biloxi  School  Board. 

Blair  Batson  of  UMC  was  examiner  for  the  Amer- 
ican Board  of  Pediatrics  in  Chapel  Hill,  North  Car- 
olina. 

Robert  J.  Berg  of  Meridian  has  received  a three- 
year  appointment  as  Cancer  Liaison  Physician  for 
the  American  College  of  Surgeons’  Commission  on 
Cancer. 

C.  Ron  Cannon  of  Jackson  has  been  invited  to 
serve  as  a peer  reviewer  for  the  journal  “Family 
Practice  Recertification . ’ ’ 

Gregory  Childrey  of  Columbus  completed  an  Ad- 
vanced Laser  Surgery  workshop  and  received  cer- 
tification by  the  Houston  Laser  Institute  of  Houston, 
Texas. 


Robert  C.  Cling  an  has  associated  with  The  Street 
Clinic  of  Vicksburg  for  the  practice  of  dermatology. 

Marion  Cockrell  of  Ocean  Springs  has  been 
named  chief  of  staff  at  Ocean  Springs  Hospital. 

James  W.  Cook  of  Vicksburg  has  been  named  a 
fellow  of  the  American  College  of  Surgeons. 

C.  Ralph  Daniel,  III,  of  Jackson  gave  two  talks 
on  nail  disorders  at  the  annual  meeting  of  the  Amer- 
ican Academy  of  Dermatology  in  Washington,  DC. 

Mark  A.  DeNaples  announces  the  opening  of  an 
office  for  the  practice  of  neurosurgery  at  3491  Blue- 
cutt  Road  in  Columbus. 

Sam  Denney  announces  the  opening  of  his  office 
for  the  practice  of  medicine  and  general  surgery  at 
Vardaman  Medical  Clinic  in  Vardaman. 

Owen  Evans  of  UMC  was  visiting  lecturer  at  Mexia 
State  School  in  Dallas. 

Steven  B . Fineburg  of  Pascagoula  has  been  named 
chief  of  staff  at  Singing  River  Hospital. 

Nina  Goss-MoFmr  of  UMC  has  been  installed  as 
president  of  the  Mental  Health  Association  of  the 
Capital  Area.  She  also  received  the  Kitty  Mitchell 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board  eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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PERSON  ALS/Continued 


Award  from  the  organization  as  the  outstanding  vol- 
unteer of  the  year. 

C.  E.  Guice,  III  of  Hattiesburg  has  been  inducted 
into  the  American  College  of  Surgeons. 

James  Hughes  of  UMC  taught  the  AO  Basic  course 
in  Davos,  Switzerland  and  attended  a North  Amer- 
ican AO  committee  meeting  in  Philadelphia,  Penn- 
sylvania. 

Neal  Hurt  of  Indianola  has  been  recertified  as  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Samuel  Johnson  of  UMC  was  a site  visitor  at  the 
Missouri  Lions  Eye  Research  Foundation  in  Colum- 
bia. 

William  Kellum  of  Tupelo  was  elected  president 
of  the  Mississippi  Thoracic  Society  at  its  annual 
meeting. 

Douglas  C.  Lanier,  Jr.  of  Gulfport  has  been  ap- 
pointed by  Governor  Ray  Mabus  to  a seven-year 
term  on  the  governing  board  of  the  Department  of 
Mental  Health. 

Eric  Lindstrom  of  Laurel  has  been  elected  presi- 
dent of  the  Jones  County  Community  Hospital 
Board. 

Gregory  S.  Maranto  of  Meridian  has  been  cer- 
tified by  the  American  Board  of  Pediatrics. 

J.  S.  McIlwain,  Jr.  of  Clinton  and  James  L. 
McClain  of  Jackson  have  been  certified  by  the 
American  Board  of  Quality  Assurance  and  Utili- 
zation Review  Physicians. 

William  M.  McKell  of  Pascagoula  has  published 
a cookbook  entitled,  “Mississippi  Meals  Plain  and 
Fancy.” 


Malcolm  Moore  and  Nell  C.  Moore  of  Tupelo 
recently  were  recognized  for  25  years  of  continued 
membership  in  the  American  Academy  of  Family 
Physicians. 

Howard  Nichols  of  UMC  was  examiner  for  the 
American  Board  of  Pediatrics  in  Chapel  Hill,  North 
Carolina. 

Shanti  Pandey  of  Fayette  has  been  recertified  as 
a diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Andrew  Parent  of  UMC  was  moderator  for  a sci- 
entific session  at  a meeting  of  the  American  As- 
sociation of  Neurologic  Surgeons  in  Phoenix,  Ari- 
zona. 

Richard  E.  Roden  of  Jackson  has  been  appointed 
by  Governor  Ray  Mabus  to  a seven-year  term  on 
the  governing  board  of  the  Department  of  Mental 
Health. 

E.  E.  Robinson,  Jr.  of  Meridian  announces  his 
retirement  from  the  practice  of  medicine. 

Joseph  D.  Siefker  of  Meridian  has  been  named  a 
diplomate  of  the  American  Board  of  Otolaryngol- 
ogy. 

Barbara  H.  Smith  announces  the  opening  of  her 
practice  of  anesthesiology  at  Greenwood  Leflore 
Hospital. 

Tate  Thigpen  of  UMC  spoke  at  a symposium  in 
Guadeloupe,  French  West  Indies. 

David  Thomas  of  UMC  presented  a paper  at  a 
meeting  of  the  Gerontology  Society  of  America  in 
San  Francisco. 

Richard  Vise  of  Meridian  recently  spoke  at  a meet- 
ing of  the  Newton  Rotary  Club. 

Frazier  Ward  of  UMC  was  guest  speaker  at  the 
Orthopedic  Symposium  at  the  Maine  Medical  Cen- 
ter in  Portland. 

Thomas  Weeks  has  associated  with  The  Vicksburg 
Clinic  for  the  practice  of  gynecology  and  obstetrics. 


121st  Annual  Session 
May  31 -June  4,  1989 
Biloxi,  MS 
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1-800-352-2 


Call  the  travel  specialists  toU-ffke! 


£ When  you  come  down 
M with  the  urge  or  necessity 
jrto  travel,  call  Avanti  for 
Jf  expert  service.  Everything 
J^e  do  for  you  is  free  of  charge, 
^even  the  phone  call. 

^rour  travel  specialists  will  take  care 
dpi  all  your  plans,  plane  reservations, 
l&r  rental,  hotel  accommodations  and 
luch  more.  We’re  here  to  help  you  with 
:ers,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 


Three  Lakeland  Circle ‘Jackson,  Mississippi  39216  •981-9111 
Call  Toll-Free  Nationwide  1-800-327-4236 


Medico-Legal  Brief 


$9  Million  Awarded  for  Negligence 
In  Delivery  of  Infant 

An  award  of  $9,000,000  against  a hospital  for 
negligence  in  an  infant’s  delivery  and  postdelivery 
treatment  did  not  shock  the  sense  of  justice,  the 
Connecticut  Supreme  Court  ruled. 

On  February  25,  1983,  the  infant  had  trouble 
breathing  within  two  or  three  minutes  after  delivery. 
He  was  severely  cyanotic  before  the  physician  who 
delivered  him  and  a nurse  were  able  to  connect  the 
needed  equipment  to  administer  oxygen.  As  a re- 
sult, the  child  suffered  cerebral  palsy. 

The  infant’s  mother  brought  a malpractice  action 
on  his  behalf  against  the  hospital  and  physician.  At 
the  trial,  the  physician  testified  that  the  nurse’s  and 
hospital’s  failure  to  provide  him  with  appropriate 
suction  and  endotracheal  tubes  and  other  problems 
with  equipment  prevented  him  from  providing  ox- 
ygen to  the  infant’s  lungs  as  quickly  and  safely  as 
possible.  An  obstetrician  testified  that  the  nurse’s 
inability  to  remove  a mask  from  an  Ambu  bag  was 
a breach  of  her  standard  of  care  and  that  the  hos- 
pital’s failure  to  provide  proper  equipment  was  a 
breach  of  its  standard  of  care. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


A pediatric  neurologist  and  neurophysiologist  and 
the  child’s  pediatrician  testified  that  he  had  cho- 
reoathetoid  cerebral  palsy  secondary  to  a hypoxic 
ischemic  episode  around  the  time  of  birth  or  neo- 
natal asphyxia.  The  hospital’s  only  expert  testified 
that  it  was  the  hospital’s  function  to  supply  delivery 
room  equipment  and  the  nurses’  responsibility  to 
make  sure  that  it  was  available. 

The  jury  decided  in  favor  of  the  physician  but 
found  the  hospital  liable.  It  assessed  damages  in  the 
amount  of  $9,000,000. 

On  appeal,  the  hospital  argued  that  the  verdict 
was  excessive.  The  Connecticut  Supreme  Court  said 
that  there  was  ample  evidence  from  which  the  jury 
could  reasonably  conclude  that  the  child’s  condition 
was  permanent;  that  he  would  require  constant  care 
for  the  remainder  of  his  life;  that  he  could  never 
pursue  an  occupation;  that  he  would  need  speech, 
physical,  and  occupational  therapy  for  the  rest  of 
his  life,  and  that  he  would  live  a normal  life  span. 

The  court  pointed  out  that  the  total  amount  for 
medical  expenses  to  the  time  of  trial,  loss  of  com- 
pensation, and  cost  of  home  health  care  was 
$5,892,694,  or  almost  two-thirds  of  the  entire  award. 
The  court  concluded  that  the  award  fell  somewhere 
within  the  necessarily  uncertain  limits  of  just  dam- 
ages and  did  not  shock  the  sense  of  justice.  — 
Mather  v.  Griffin  Hospital,  540  A. 2d  666 
(Conn. Sup. Ct.,  April  19,  1988) 


Review  A Book 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Disease  and  Distinctiveness  in  the  American  South. 
Todd  L.  Savitt  and  James  Harvey  Young.  Univer- 
sity of  Tennessee  Press,  1988. 

Medical  Mavericks,  Volume  1.  Hugh  D.  Riordan, 
M.D.,  Witchita,  Kansas:  The  Olive  W.  Garvey 
Center,  1988. 
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POSTGRADUATE 

CALENDAR 


March 

Nuclear  Medicine  Update 
March  4 

University  Medical  Center 

Surgical  Forum 
March  9-1 1 

Holiday  Inn  Downtown,  Jackson 

Neurology  Spring  Symposium 
March  31- April  1 

Ramada  Renaissance  Hotel,  Jackson 
April 

Pediatric  Advanced  Life  Support  Provider 
Course 
April  6-7 

University  Medical  Center 

Renal  Update 
April  21-22 

Ramada  Inn  Coliseum,  Jackson 

Spring  Sonic  Symposium 
April  22 

Ramada  Renaissance  Hotel,  Jackson 

For  more  information  or  a program  brochure, 
contact  the  University  of  Mississippi  Medical  Cen- 
ter Division  of  Continuing  Health  Professional  Ed- 
ucation, 2500  North  State  Street,  Jackson,  Missis- 
sippi 39216-4505;  or  call  (601)984-1300. 


THE  PRESIDENT'S  PAGE 

(Continued  from  page  46) 

in  great  part  comes  about  because  of  our  frustrations 
with  third  party  reimbursement,  professional  liabil- 
ity and  other  medical  socioeconomic  issues.  The 
expression  is  analogous  to  not  seeing  Medicaid  pa- 
tients because  the  reimbursement  is  too  low. 

We  must  continue  to  address  the  medical  socio- 
economic issues  facing  our  profession  and  the  pa- 
tients we  serve.  While  doing  so,  however,  let  us 
never  forget  that  “a  physician  shall  be  dedicated  to 
providing  competent  medical  service  with  compas- 
sion and  respect  for  human  dignity.”  That,  by  the 
way,  is  the  first  ethical  principle  of  our  profession. 


Need  New  Equipment? 
Let  Us  Help 

LYNCH  LEASING 

Phone  (601)  873-2566 


DOCTOR’S  EXECUTIVE 
SET  SPECIAL 

500  Business  Cards 
500  Appointment  Cards 
500  Envelopes  / 500  Letterheads 


All  printed  on  quality  white  paper  with 
black  ink  (Includes  minimum  typesetting) 


$7999 


1000 

1000 

ENVELOPES 

6%  BLUE 

mo  or 

RETURN 

6%  Regular  White 
24  lb.  Envelopes 

ENVELOPES 

$3495 

$2995 

Printed  in  Black  Ink 

Offer  includes  minimum  typesetting  / Window  envelopes  — Add  10% 
A II  orders  shipped  U.  RS.  or  on  our  delivery  trucks  at  no  additional  charge. 


Steve  Kowalski’s 

Northtowne  Printers 

3909  Northview  Drive  • Jackson,  MS  39206 

(601)  981-2675 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

SSgt  Jauregui 
(901)278-6349 
Collect  or 

1-800-423-USAF  Toll  Free 


MEETI  NGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  18-22, 
1989,  Chicago.  James  H.  Sanunons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  121st  Annual  Session, 
May  31-June  4,  1989,  Biloxi.  Charles  L.  Mathews,  Exec- 
utive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson 
39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
Aug.  2-6,  1989,  Gulf  Shores,  AL.  Mrs.  Alyce  Palmore, 
Executive  Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties;  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County; 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties;  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr., 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  W.  A.  Spencer,  Secy.,  2161  South  La- 
mar, Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  con- 
cerning CME  programs  for  physicians  offered  by  these  ac- 
credited sources  may  be  obtained  by  writing  the  Director, 
Continuing  Medical  Education,  at  the  individual  institution  or 
organization. 


Council  on  Scientific  Assembly 
Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  State  Street 
Jackson.  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi.  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  39301 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 

North  Panola  County  Hospital 
Drawer  160 
Sardis,  MS  38666 

Singing  River  Hospital 
P.O.  Box  112 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13ih  Street 
Gulfport.  MS  39501 

Oxford-Lafayette  County  Hospital 
P.O.  Box  946 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 

Delta  Medical  Center 
P.O.  Box  5247 
Crossroads  Station 
Greenville,  MS  39704-5247 

Methodist  Hospital 
P.O.  Box  1311 
Hattiesburg.  MS  39401 
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RECOLLECTIONS 


A glance  at  old  pages  of  Journal  MSMA  may 
reveal  the  truth  of  the  old  axiom,  “The  more  things 
change,  the  more  they  stay  the  same.” 

Twenty  years  ago,  the  growing  crisis  in  profes- 
sional liability  insurance  was  the  focus  of  editorials 
and  news  stories  in  the  February  issue,  with  em- 
phasis on  zooming  rates  and  diminishing  availability 
of  coverage.  It  was  reported  that  Mississippi’s  rates 
were  the  lowest  in  the  nation.  Also  in  that  1969 
issue,  MSMA  president  Joseph  B.  Rogers,  M.D. 
deplored  severe  and  restrictive  changes  in  Medicare 
Part  B . He  stated,  “Any  program  for  financing  med- 
ical care,  private  or  governmental,  . . . must  take 
into  consideration  the  continuing  pressures  of  infla- 
tion and  the  upward  spiral  of  the  costs  of  living. 
. . . The  picture  is  clear,  and  there  are  no  dark 
secrets  about  the  costs  of  medical  care  and  what 
constitutes  the  components  of  this  cost.”  He  con- 
cluded, “American  medicine  recognizes  and  cheer- 
fully accepts  its  grave  responsibilities,  and  . . . has 
every  right  to  full  consideration  by  a government 
rapidly  moving  to  price  a professional  service  which 
it  does  not  have  to  sell.” 


A news  story  in  that  same  issue  described  the  first 
human-to-human  heart  transplant  in  the  southeast- 
ern states,  peformed  at  the  University  of  Mississippi 
Medical  Center  by  a team  headed  by  Dr.  James  D. 
Hardy. 

Ten  years  ago,  MSMA  president  Carl  G.  Evers, 
M.D.  described  a just-completed  public  opinion  sur- 
vey on  health  care  in  Mississippi.  The  survey  in- 
dicated that  Mississippians  felt  they  had  good  health 
care  and  regarded  the  medical  profession  as  the  lead- 
ership in  improving  that  care.  They  had  great  trust 
and  confidence  in  Mississippi  physicians,  ranking 
them  first  above  other  groups  such  as  engineers, 
college  teachers,  journalists  and  lawyers.  (They 
ranked  politicians  last,  just  behind  labor  union  lead- 
ers.) Dr.  Evers  pointed  to  some  factors  in  the  survey 
which  suggested  possible  erosion  of  the  image  of 
the  profession,  however.  State  citizens  expressed 
great  concern  about  lack  of  personal  attention  by 
their  physicians.  They  also  feared  the  increasing 
costs,  which  they  perceived  as  a barrier  in  obtaining 
needed  care.  Dr.  Evers  concluded  that  although  the 
medical  profession  was  still  the  most  respected  of 
all  occupational  groups,  “we  can  not  afford  to  ig- 
nore a growing  public  dissatisfaction  with  certain 
aspects  of  health  care  for  which  only  we  can  ad- 
minister an  effective  cure.” 


SALES  - SERVICE  - LEASING 


HARRELD  CHEVY-OLDS 


Call  Toll-free  1-800-451-3908 


PHYSICIANS  WANTED 


PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D. , 21 18  Chantilla  Rd. , 
Catonsville,  Md  21228. 

Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 


physicians  needed 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 


Radiologist  Wanted.  Share  coverage  of  group  of 
hospitals  in  eastern  part  of  Mississippi.  Straight  sal- 
ary offered.  Off  every  fifth  week.  For  more  infor- 
mation, interested  persons  contact  Faye  Sansing, 
Radiology  Business  Manager  at  601/328-8402. 

Physicians  Needed  in  Mississippi  and  other  south- 
ern states.  All  specialties  needed  for  both  rural  and 
urban  locations.  Solo  and  multi-specialty  practices 
available.  For  further  information  contact  the  Lewis 
Group,  1227  N.  Valley  Mills,  Suite  200,  Waco,  TX 
76710;  phone  (817)  776-4121. 

Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 


Blueprints  for 


32U2AL 


HEALTW-- 


SUCCESS” 


National  Rural  Health  Association 
12th  Annual  National  Conference 
April  30-May  3, 1989 
Reno,  Nevada 
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PLACEMENT  SERVICE/Continued 

Family  Medicine  — Tremendous  group  practice 
opportunity  available  for  3 family  practitioners  in 
prestigious  suburb  of  New  Orleans,  LA.  Must  be 
BE/BC.  ’89  residents  considered.  Supported  by  400- 
bed,  full-service  hospital.  Outstanding  compensa- 
tion/benefits package,  including  incentives.  Contact 
Don  Gustavson,  TYLER  & COMPANY,  9040  Ros- 
well Rd.,  Atlanta,  GA.  Call  404-641-6411. 

Internal  Medicine  — Great  group  practice  op- 
portunity for  a BC/BE  internist  in  a suburb  of  New 
Orleans,  LA.  ’89  residents  considered.  Leads  to 
early  partnership.  Supported  by  400-bed  hospital. 
Competitive  compensation/benefits  package.  Con- 
tact Don  Gustavson,  Tyler  & Company,  9040  Ros- 
well Rd.,  Atlanta,  GA.  Call  404-641-6411. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


OB-Gyns.  Private  practice  opportunities  for  two 
Ob-Gyn  specialists  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Pediatricians.  Private  practice  opportunities  for 
two  pediatricians  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact;  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 

Board  Certified/Eligible  General  Internist 
wanted  for  an  excellent  practice  opportunity  in  East 
Central  Mississippi.  Revenue  guaranty  with  inter- 
view and  relocation  expense  underwritten.  Practice 
area  offers  many  recreational  amenities  in  a family 
oriented  community.  40  bed  JCAHO  hospital  with 
multiple  health  care  programs.  Excellent  profes- 
sional environment.  Send  C.V.  to  Chief  Executive 
Officer,  H.  C.  Watkins  Memorial  Hospital,  605  S. 
Archusa  Ave.,  Quitman,  MS  39355;  (601)  776- 
6925. 

Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  c/o  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


70 


JOURNAL  MSMA 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


11 


Health  Officer;  The  Mississippi  State  Department 
of  Health  is  seeking  a qualified  medical  doctor  to 
serve  as  District  Health  Director  for  a ten  county 
area  surrounding  Jackson,  Mississippi.  This  posi- 
tion is  responsible  to  the  State  Health  Officer  for 
administration  of  public  health  serving  to  a popu- 
lation of  500,000.  The  district  has  an  annual  budget 
of  $12,200,000  and  265  employees.  Qualifications 
for  the  position  in  addition  to  a medical  license 
include  speciality  training  in  a primary  care  field 
and/or  an  M.P.H.  degree  and  experience  in  public 
health.  Salary  range  is  $54,850  to  $68,312  annually 
with  starting  salary  negotiable  within  range.  Send 
resume  to:  Dr.  Alfio  Rausa,  Medical  Consultant, 
Field  Services,  Mississippi  State  Department  of 
Health,  P.O.  Box  1700,  Jackson,  MS  39215-1700. 
EOF 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 


CLASSIFIED 


1983  Midmark  All  Electric  exam  table.  Good 
Condition.  $3,500.00.  Call  601/268-5240 

X-RAY  MACHINE  in  excellent  condition.  Best  offer. 
Call  (601)  328-0830. 

2V  ST  AT  ST  AT  ST  AT  ***  Diagnostic/therapeutic 
decision  support  software,  covering  69  specialties. 
Medical  Algorithms  (flow  charts)  are  grouped  ac- 
cording to  complaint,  sign,  symptom,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Updated 
medical  knowledge  Algorithms  at  your  fingertips!!! 
Only  $5,787.00  for  complete  turnkey  system  (2V 
STAT  Software,  Knowledge  base/69  Specialties. 
AT  computer  80286/10  turbo  CPU,  80MB  HD,  EGA 
monitor  and  card,  printer  and  40MB  backup).  2V 
STAT,  2480  Windy  Hill  Road,  Suite  201 , Marietta, 
GA  30067;  (404)  956-1855. 
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Jon  Wimbish  12 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 


Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


VASOTEC 


(ENALAPRIL  MALEATEI MSD) 


Contraindicatlom:  VASOTEC*  (Enalapril  Maleale.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Wirningt:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientstrealedwilhACEinhibitors,  includingVASOTEC  lnsuchcases,VASOTECshouldbeprompllydisconlinuedandthe 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  longue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  approprialetherapye.g,,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  he  promptly  administered.  (See  ADVERSE  REACTIDNS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASDTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  lor  conlinuing  symptomatic  hypotension  usually  Is  not  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics,  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  palients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASDTEG  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIDNS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatmenl  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASDTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neulropenia/Agranuloc^osis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  while  blood  cell 
counts  in  palients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  dealh. 

In  clinical  studies  in  hypertensive  palients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
Increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASDTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASDTEC  may  be  required. 

Evaluation  ol  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  ol  renal 
lunclion.  (See  DDSAGE  AND  ADMINISTRATIDN.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5,7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  in  0,28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  of  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabeles  mellilus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASDTEC.  (See  Drug  Interactions) 

Surgery/Aneslhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  If  hypolension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palients: 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril, 
Palients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypolension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  palients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  ol  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia:  Palients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  of  neutropenia. 

NDTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  inlormalion  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions: 

Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy  with 
enalapril.  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihyperlensive  etiect  ol  VASOTEC  Is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  tncreasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASDTEC 

Lithium:  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASDTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASDTEC  and  serum  lithium  levels  should  be 


Pregnancy- Category  C There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Felotoxicily.  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  lound  to  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benefit  {uslifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  lollowing  administration  ol  <*C  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  seaeled  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10,000  patients,  including  over  fOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  trequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  f%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (14%).  nausea  (1 4%),  rash  (1 4%).  cough  (1.3%),  orfhoslafic  effecfs  (1 2%),  and  asthenia  (1 1%) 

Heart  Faiture:  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%).  hypotension  (6  7%),  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%),  and  diarrhea 
(2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were,  fatigue  (1.8%),  headache  (1 8%).  abdominal  pain  (16%).  asthenia  (1,6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1,3%),  vomiting  (1 3%).  bronchitis  (1 3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1 2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patienis  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category: 

Cardiovascular:  Myocardial  infarction  or  cerebrovascutar  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  chotestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric.  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIDNS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inleclion 

Skin:  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other:  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy, 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASDTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treal- 
ment  with  VASDTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patienis,  hypotension  oaurred  in  0.9%  and  syncope  oaurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  tailure  patienis.  hypolension  oaurred  in  6 7%  and  syncope  oaurred  in  2.2% 
of  palients.  Hypolension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0,2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  oaur  in  patienis  reaiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  tailure  who  were  also  receiving  diurelia  with  or 
without  digitalis,  increases  in  blood  urea  nilrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and Hemalocril  Small  dareases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respeclively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importana  unless  another  cause  ol  anemia  coexists.  In  clinical  trials,  less  than  0 1%  ol  patients  disan- 
tinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experiena.  rare  cases  ol  neulropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  oaurred 
Dosage  and  Administration:  Hypertension:  In  patienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASDTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  betore  beginning  therapy  with  VASDTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASDTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initiat  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  raommended  initial  dose  in  patients  not  on  diuretia  is  5 mg  once  a day  Dosage  should  be  adiusled  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  ona  daily,  the  antihyperlensive  elfal  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twia-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretia  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patienis  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearana  >30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearana  e30  mL/min  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2.5  mg  ona  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure:  VASOTEC  Is  indicated  as  adjunctive  therapy  with  diuretia  and  digitalis.  The  raommended  starling  dose  is 
2.5  mg  ona  or  twia  daily  Alter  the  initial  dose  ol  VAS()TEC.  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypolension.  The  appearance  ol  hypolension  after  the  initial  dose  ol  VASOTEC  does  not  pralude  subsequent  carelul 
dose  titration  with  the  drug,  lollowing  elfative  management  ol  the  hypotension.  The  usual  therapeutic  dosing  range  lor 
the  treatmenl  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  elfative  in  a controlled  study,  but  nearly  all  patieni'  In  this  study  were  given  40  mg,  the  maximum  ra- 
ommended daily  dose,  and  there  has  ban  much  more  experiena  with  Iwia-daily  dosing  In  addition,  in  a plaabo-con- 
trolled  study  which  demonstrated  reduad  mortality  in  palients  with  severe  heart  tailure  (NYHA  Class  IV),  patienis  were 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses,  (Sa  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Eltects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (Sa  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia.  In  heart  tailure  palients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1,6  mg/dL,  therapy  should  be  initialed  at  2,5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg  b i d,,  then  5 mg  b.i.d.  and  higher 
as  naded,  usually  at  intervals  of  four  days  or  more,  if  at  the  lime  of  dosage  adjustment  there  is  not  MSD 
excessive  hypolension  or  significant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg.  mcrqk 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SHARFk 
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Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serve 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staflf  has  grown  fi-om 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serve  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underwriting  guidelines.  Every 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riverside  Drive.  Let  us  show  you  our 
strength  in  numbers. 


Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

735  Riverside  Drive,  Jackson,  MS 

Phone:  {60\)  353-2000 

Mailing  Address:  RO.  Box  4915,  Jackson,  MS  39216-0915 
MS  WATS:  1-800-325-4172 
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“CANCERPAY  PLUS  ” 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  “CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 
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Dear  Doctor: 

The  AMA  has  persuaded  HCFA  to  back  off  from  plans  to  drop  advance  notices 
to  physicians  on  potential  medical  necessity  denials.  HCFA  has  entered 
into  an  agreement  with  the  AMA  which  commits  Medicare  carriers  to  continue 
and  improve  the  claims  development  process  before  issuing  any  denial  letter 
to  patients  or  physicians. 

Also,  state  medical  associations  are  to  be  consulted 
when  any  changes  are  being  considered  in  Medicare  coverage 
policies  by  their  local  Medicare  carrier.  MSMA  members 
recently  received  a special  mailing  on  "Medicare's  Medical 
Necessity  Guidelines."  You  are  urged  to  share  that 
information  with  your  claims  personnel. 

A recent  letter  from  MSMA  president  David  R.  Steckler,  M.D.,  urged  members 
in  South  and  Central  Mississippi  to  .join  with  colleagues  in  the  Golden 
Triangle  and  North  Delta  areas  in  participating  in  SenlorCare.  If  you 
haven't  yet  responded  to  that  letter,  you  are  urged  to  do  so.  SeniorCare 
is  the  association's  voluntary  assignment  program  for  low  income  Medicare 
beneficiaries.  The  program  is  co-sponsored  by  the  Mississippi  Council  on 
Aging,  which  is  determining  eligibility  under  specific  guidelines. 

This  issue  of  your  journal  Includes  new  information  about  the  scientific 
and  socioeconomic  programs  set  for  the  upcoming  121st  Annual  Session. 

Be  sure  to  make  plans  now  to  attend,  so  you  won't  miss  the  outstanding 
speakers  and  timely  discussions.  This  is  one  of  your  opportunities  to 
participate  in  your  association's  policy  making.  Plan  to  bring  your 
family,  too,  because  the  program  includes  plenty  of  other  activities. 

Also  in  this  issue  is  an  article  on  the  crucifixion  and  death  of  Jesus 
Christ,  along  with  a related  commentary  by  one  of  your  colleagues, 
submitted  in  an  exciting  manner  of  timing.  May  the  special  blessings  of 
the  Easter  season  — Peace  and  Hope  — be  yours. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


THE  ARMY  RESERVE 
OFFERS  NEW  HNANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE. 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection 


in  smokers  and  older  adults 


Experience  counts 


Pulvules® 


Cefoclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Coatuh  the  package  literature  for  preacribing 
iaformation. 

ladicatioe:  Lowef  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae.  and 
Streptococcus  pyogenes  (group  A p-hemolylic  streptococci) 
Coetraiadication:  Known  allergy  to  cephalosporins 
Warninga:  CECLOfl  SHOULD  BE  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Pracautioaa: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• TOitive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
marliedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reections:  (percentage  of  patientsi 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include. 

• Gastrointestinal  (mostly  diarrheal:  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  neaolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1,5%, 
usually  subside  within  a tew  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosponns.  transient 
hepatitis  and  cholestatic  jaundice  have  been  reporteii  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dininess,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%:  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatmine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest'  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  losioesu 

Additional  information  available  from  nv  235i  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


e 1988,  ELI  LILLY  AND  COIMPANY  CR-501 2-8-849345 


SPRING  WEEKEND  AT  ST.  DOMINIC’S  1989 


NEW  DIRECTIONS  IN 
CARDIOVASCULAR  DISEASE 

A SYMPOSIUM 

APRIL  7 and  8, 1989 

SPONSORED  BY  MISSISSIPPI  HEART  INSTITUTE 
AT  ST.  DOMINIC  HOSPITAL,  JACKSON  MISSISSIPPI 


Preventive  Cardiology  • Cholesterol  Management 

Interventional  Cardiology  • Cardiovascular  Surgery 

Thrombolytic  Therapy  • Antihypertensive  Agents 

• Newer  Antiarrhythmic  Drugs 


Pre-registration  Required  for  Attendance  • Deadline  March  24, 1989 


Contact: 

ST.  DOMINIC  MEDICAL  STAFF  SERVICES 

969  Lakeland  Drive 
Jackson,  Mississippi  39216-4699 
Phone:  364-6845 


Health  Department  Enacts  Jackson,  MS  - At  its  December  meeting,  the 

"No  Smoking"  Policy  MS  State  Board  of  Health  took  action  to 

enact  a policy  prohibiting  smoking  inside 
any  of  the  department's  facilities,  including  district  and  county  offices. 

The  intent  of  the  policy  is  to  set  an  example  for  other  state  agencies,  the 
private  sector  and  general  public,  and  to  protect  from  passive  smoke  inhala- 
tion the  85%  of  health  department  employees  who  are  non-smokers. 


Hollingsworth  Memorial  Jackson,  MS  - Physicians  in  private  practice 

Clinical  Research  Award  or  academic  medicine  are  eligible  for  the 

Jefferson  F.  Hollingsworth  Memorial  Clinical 
Research  Award,  which  provides  support  for  a 12-month  clinical  research  project 
in  cardiovascular  medicine  or  surgery.  Applications  may  be  obtained  from  the 
American  Heart  Association's  Mississippi  Affiliate,  P.O.  Box  16808,  Jackson, 

MS  39236-6808.  Deadline  is  May  1. 


Ole  Miss  Publishes  Cocaine  University,  MS  - What  is  termed  the  "world's 

Research  Bibliography  most  comprehensive  collection  of  cocaine 

research  literature"  is  now  available  in 
book  form.  Cocaine,  An  Annotated  Bibliography  cites  more  than  5,000  papers 
in  over  1,000  technical  journals.  The  two-volume  book  was  six  years  in  the 
making,  and  plans  call  for  supplements  every  two  or  three  years.  Contact 
University  Press  of  MS,  3815  Ridgewood  Rd.,  Jackson,  MS  39211. 


HIV  Blood  Test  Counseling  Chicago,  IL  - The  AMA  has  published  a 

Guidelines  for  Physicians  brochure,  "HIV  Blood  Test  Counseling: 

Physician  Guidelines"  for  doctors  who  are 
increasingly  faced  with  patients  who  ask  about,  or  who  should  be  interested 
in,  HIV  antibody  testing.  Order  this  brief,  but  comprehensive  review  from 
the  AMA,  535  North  Dearborn  St.,  Chicago,  IL  60610.  The  booklet  costs 
$2.00  per  copy,  and  minimum  order  is  5 copies. 


Medical  Meetings  Chicago,  IL  - "Preparing  for  Leadership 

On  Future  Calendar  is  theme  of  the  AMA's  National  Congress 

on  Adolescent  Health,  May  19-21  in 

Chicago .. .The  First  International  Congress  on  Peer  Review  in  Biomedical 
Publications,  sponsored  by  the  AMA  and  JAMA,  is  set  for  May  10-12,  in 
Chicago. .. "Redesigning  Rural  Health"  is  the  theme  of  the  12th  National 
Conference  on  Rural  Health,  April  30-May  3 in  Reno,  Nevada. 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 


miums. 


• Non-cancellable,  guaranteed  renewable 

• Medical  specialty  protection 

• Presumptive  loss  provision 

• Indexing  of  prior  earnings 

• Waiver  of  premium 


• Cost  of  living  rider 

• Future  disability  insurance  option 

• Lifetime  accident  and  sickness  rider 

• Total  and  residual  disability  protection 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 


Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Hematogenous  Osteomyelitis  and 
Septic  Arthritis  in  Children: 

A Ten  Year  Review 

WILLIAM  B.  GEISSLER,  M.D. 

JOHN  M.  PURVIS,  M.D. 

Jackson,  Mississippi 


Hematogenous  osteomyelitis  and  septic  arthri- 
tis in  children  are  problems  many  primary  care  phy- 
sicians may  encounter.  Basic  management  of  these 
problems  includes  extremity  immobilization,  ade- 
quate surgical  drainage  of  purulent  material  in  se- 
lected patients  and  long  term  antibiotic  coverage. 

Controversy  continues  to  exist  concerning  the  re- 
quired duration  of  high  dose  parenteral  antibiotics 
and  the  indications  for  surgical  treatment.  Tradi- 
tional recommendations  for  therapy  have  included 
a minimum  of  three  weeks  of  intravenous  antibiot- 
ics.' However,  several  physicians  recently  have 
documented  the  efficacy  of  a short  course  of  intra- 
venous antibiotics  followed  by  a longer,  monitored 
course  of  oral  antibiotics.^-  ^ The  advantages  of  such 
protocol  include  decreased  patient  discomfort,  re- 
duced risk  of  thrombophlebitis  and  nosocomial  in- 
fections and  reduced  cost  of  treatment.  The  disad- 
vantages include  the  requirements  of  patient 
compliance  and  a laboratory  facility  capable  of  de- 
termining antibiotic  bactericidal  levels  and  the  lack 
of  appropriate  oral  antibiotics  in  some  cases. 

There  are  also  differences  of  opinion  regarding 
the  indications  for  surgical  treatment  of  hematog- 

Dr.  Geissler  is  a resident  physician  in  orthopaedics  at  the  Uni- 
versity of  Mississippi  Medical  Center.  Dr.  John  Purvis  is  in 
the  private  practice  of  pediatric  orthopaedics  in  Jackson, 
Mississippi. 


enous  osteomyelitis  and  septic  arthritis.  Some  phy- 
sicians limit  surgical  intervention  to  cases  with  ab- 
scess formation  or  to  joints  which  cannot  be  easily 
aspirated  on  a repetitive  basis. “*  Other  physicians 
routinely  recommend  surgical  drainage  of  all  septic 
joints  and  all  but  the  mildest  cases  of  osteomyelitis.^ 

The  purpose  of  this  paper  is  to  review  the  man- 
agement of  children  with  hematogenous  osteomye- 
litis and/or  septic  arthritis.  We  have  compared  a 
recently  instituted  protocol  of  short  term  intravenous 
antibiotics  and  selective  surgical  drainage  followed 
by  the  prolonged  use  of  closely  monitored  oral  an- 
tibiotics with  other  methods  of  treatment  previously 
used. 

Materials  and  Methods 

Between  1977  and  1988,  a total  of  75  children 
were  treated  for  hematogenous  osteomyelitis  and 
septic  arthritis  at  Mississippi  Baptist  Medical  center 
by  eight  orthopaedic  surgeons.  Forty-nine  patients 
were  treated  for  osteomyelitis;  26  were  treated  for 
septic  arthritis.  There  were  47  boys  and  28  girls 
with  an  average  age  of  six  years  and  seven  months 
(range  one  month  to  fifteen  years).  (See  Table  1). 
Seventy-one  patients  were  available  for  review  with 
followup  which  ranged  from  six  to  48  months.  Cases 
of  osteomyelitis  or  septic  arthritis  secondary  to  open 
wounds  or  surgical  intervention  were  excluded. 
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Routinely  after  full  clinical  examination,  a complete 
blood  count,  erythrocyte  sedimentation  rate  (ESR), 
bone  or  joint  aspiration,  and  complete  radiographic 
examination  were  performed.  Intravenous  antibiot- 
ics were  routinely  started  immediately  after  cultures 
of  blood,  joint,  and/or  bone  were  obtained.  Twenty- 
one  out  of  the  47  patients  with  osteomyelitis  under- 
went surgical  incision  and  debridement.  Twenty- 
one  of  the  24  patients  with  septic  arthritis  had  ar- 
throtomy  with  irrigation  and  drainage  and  two  were 
treated  with  joint  aspiration  only. 

Since  1984,  fifteen  of  these  75  patients  have  been 
managed  according  to  a new  protocol  described  by 
Nelson.^  Each  of  these  patients  received  intravenous 
antibiotics  for  only  three  to  ten  days  until  definite 
improvement  in  clinical  response  and  sedimentation 
rates  were  noted.  Surgical  drainage  of  all  the  in- 
fected joints,  and  three  of  the  seven  infected  bones 


TABLE  1 

47  BOYS  AND  28  GIRLS  WERE  TREATED  FOR 
HEMATOGENOUS  OSTEOMYELITIS  AND  SEPTIC 
ARTHRITIS.  THE  AVERAGE  AGE  WAS  6 YEARS  AND  7 
MONTHS,  WITH  A RANGE  OF  1 MONTH  TO  15  YEARS. 


0 1 2 3 4 5 6 7 8 9 10  11  12  13  14  15 

AGE  (Years) 


TABLE  2 

BY  FAR  THE  MOST  COMMON  ORGANISM  INVOLVED  WAS 
STAPHYLOCOCCUS  AUREUS,  OCCURRING  IN  35  OF  45 
POSITIVE  CULTURES  AND  IN  AN  OLDER  AGE  GROUP  WITH 
AN  AVERAGE  AGE  OF  8 YEARS. 


Organism 

Osteomyelitis 

Septic 

Arthritis 

Total 

Staphylococcus  Aureus 

27 

8 

35 

Staphylococcus  Epidermis 

0 

1 

1 

Streptococcus  Gp  A 

1 

0 

1 

Streptococcus  Gp  B 

1 

0 

1 

Streptococcus  Pneumococcus 

0 

1 

1 

Hemophilus  iiinuenza  Type  B 

2 

4 

6 

TOTAL 

31 

14 

45 

were  performed.  The  causative  organism  was  iden- 
tified and  retained.  Oral  antibiotic  therapy  was  in- 
stituted during  hospitalization  and  serum  bacteri- 
cidal titers  were  measured  using  the  patient’s  own 
serum  against  the  isolated  organism.  The  patient 
was  discharged  when  compliance  and  tolerance  of 
dosages  necessary  to  maintain  a peak  bactericidal 
titer  of  1:8  was  achieved.  Monitored  oral  antibiotic 
therapy  was  then  continued  for  approximately  four 
weeks. 

Results 

All  patients  initially  had  acute  bone  or  joint  pain. 
The  mean  duration  of  symptoms  prior  to  diagnosis 
was  eight  days  in  those  with  osteomyelitis  and  three 
days  in  those  with  septic  arthritis.  For  47  patients 
with  osteomyelitis,  a history  of  previous  trauma  was 
obtained  in  16  and  a history  of  prior  illness  was 
given  in  eight.  For  the  26  patients  with  septic  ar- 
thritis, a history  of  injury  was  given  in  ten  and  a 
history  of  recent  illness  in  nine.  The  most  common 
physical  finding  in  both  groups  was  fever  which 
occurred  in  68  of  the  75  patients.  Figure  1 dem- 
onstrates the  frequency  of  involvement  of  specific 
bones  and  joints.  The  ESR  was  elevated  in  69  pa- 
tients and  the  white  blood  cell  count  (WBC)  was 
elevated  in  46. 

The  causative  organism  was  identified  in  45  of 
the  75  patients.  The  results  of  the  bacteriological 
cultures  are  shown  in  Table  2.  Staphylococcus  au- 
reus infection  occurred  most  commonly  and  at  an 
average  age  of  eight  years  with  a range  between 
two  and  fifteen.  The  second  most  frequent  infecting 
organism  was  Hemophilus  influenza  type  B which 
occurred  at  an  average  age  of  15  months  with  a 
range  of  five  to  23  months. 

Seventy-one  of  75  patients  were  available  for  re- 
view. In  all  but  four  of  these  the  results  were  sat- 
isfactory with  no  evidence  of  recurrence  of  infection 
or  significant  physical  impairment.  Three  of  the  47 
patients  treated  for  osteomyelitis  developed  a re- 
current infection.  The  causative  organism  was 
Staphylococcus  aureus  in  two  and  was  undeter- 
mined in  the  third.  All  three  patients  had  been  treated 
by  surgical  debridement  and  long  term  parenteral 
antibiotics.  Of  the  24  patients  treated  for  septic  ar- 
thritis one  developed  a recurrent  infection.  In  each 
case  there  had  been  a delay  in  initial  aggressive 
treatment  because  the  child  had  been  receiving  oral 
antibiotics  which  proved  inadequate. 

Discussion 

Hematogenous  osteomyelitis  and  septic  arthritis 
are  uncommon  problems  encountered  by  the  pri- 
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mary  care  physician  and  orthopaedic  surgeon.  Os- 
teomyelitis has  a predilection  for  the  metaphysis  of 
long  bones  in  growing  children.  This  is  thought  to 
be  related  to  sludging  of  blood  flow  in  the  venous 
lakes  adjacent  to  the  physis  and  to  absence  of  re- 
ticuloendothelial cells  in  the  area.*  In  some  joints 
the  metaphysis  lies  within  the  capsule  and  coexist- 
ence of  a septic  arthritis  and  osteomyelitis  may  oc- 
cur from  frequent  sites  of  infection  such  as  ears  and 
the  respiratory  system.  Localized  hematoma  from 
recent  injury  is  an  ideal  culture  medium  and  may 
set  the  stage  for  subsequent  infection. 

Staphylococcus  aureus  coagulase  positive  is  the 
organism  that  has  been  found  to  cause  the  vast  ma- 
jority of  acute  hematogenous  osteomyelitis  and  sep- 
tic arthritis,  being  responsible  for  over  90%  of  cases 
in  normal  children.”^  For  the  neonate,  group  B Strep- 
tococcus and  gram  negative  infections  are  common 
and  in  the  child  less  than  five  years  old.  Hemophilus 
influenza  Type  B is  common.  Our  review  agrees 
that  Staphylococcus  aureus  is  by  far  the  most  fre- 
quently found  causative  organism  in  these  infec- 
tions. There  were  no  cases  of  methicillin  resistant 
Staphylococcus  aureus  in  our  community  hospital. 

Children  with  acute  bone  pain  and  signs  of  sepsis 
should  be  considered  to  have  acute  hematogenous 
osteomyelitis  until  proven  otherwise.  According  to 
Peltula,®  the  diagnosis  of  acute  osteomyelitis  could 
be  established  if  a patient  fulfilled  two  of  the  fol- 
lowing: (1)  bone  aspiration  yielding  pus,  (2)  posi- 
tive bone  or  stool  culture,  (3)  classical  signs  of 
osteomyelitis,  (4)  typical  radiographic  changes  of 
osteomyelitis. 

Once  a clinical  diagnosis  of  acute  hematogenous 
osteomyelitis  or  septic  arthritis  is  made,  a bacterial 
diagnosis  should  be  attempted  by  culturing  the  in- 
volved bone  or  joint.  Bone  aspiration  is  not  only 
helpful  in  determining  the  bacteriology,  but  also 
will  determine  if  any  abscess  is  present  which  will 
need  to  be  surgically  drained.  The  involved  bone 
should  be  aspirated  at  the  point  of  maximum  swell- 
ing and  tenderness.  The  needle  should  be  inserted 
to  the  outer  cortex  and  aspirated.  If  an  abscess  is 
not  encountered,  the  needle  can  then  be  advanced 
into  the  bone  and  aspirated.  A patient  with  a possible 
septic  hip  warrants  aspiration  under  fluoroscopic 
control  to  confirm  proper  needle  placement.  Se- 
questered abscesses  require  surgical  drainage  while 
an  area  of  simple  inflammation  may  respond  to  an- 
tibiotics alone.  Our  indications  for  surgical  treat- 
ment include:  (1)  sub-periosteal  abscess;  (2)  lytic 
lesion  on  plain  radiographs;  (3)  failure  to  clinically 
respond  to  parenteral  antibiotics;  or  (4)  an  acutely 
septic  child.  It  usually  is  not  necessary  to  leave  a 
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wound  open  which  can  be  effectively  closed  over 
drains. 

Combined  intravenous  and  oral  antibiotic  therapy 
has  become  the  standard  of  therapy  for  acute  hem- 
atogenous osteomyelitis  and  septic  arthritis.  The 
proven  protocol  of  three  weeks  of  parenteral  anti- 
biotics followed  by  three  weeks  of  oral  antibiotics 
is  currently  being  revised  as  more  physicians  favor 
a shorter  period  of  intravenous  antibiotics  followed 
by  a prolonged  course  of  oral  medications.  Nafcillin 
or  Oxacillin  at  a dosage  of  150  mgs/kg/day  admin- 
istered in  divided  doses  is  commonly  used  as  the 
initial  parenteral  medication.’ 

If  the  patient  responds  quickly  to  intravenous  an- 
tibiotics, one  may  consider  switching  the  child  to 
oral  therapy.  This  requires  the  complete  cooperation 
of  the  family  and  child.  One  must  be  certain  that 
the  child  is  able  to  swallow  and  retain  the  oral  med- 
ications. The  bacterium  should  be  retained  so  the 
laboratory  can  test  it  against  the  antibiotic  being 
used.  Peak  serum  levels  of  the  oral  antibiotics  are 
determined  by  obtaining  a blood  sample  one  hour 
after  administration  of  the  drug.  The  bactericidal 
level  of  the  drug  in  the  blood  should  be  1 :8  or  greater 
against  the  retained  bacterium.  Generally,  diclox- 
acillin  at  a dosage  of  50  mgs/kg/24  hours  is  admin- 
istered as  the  oral  drug. 
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In  our  series,  15  patients  with  bone  or  joint  in- 
fections were  managed  successfully  by  a new  pro- 
tocol involving  selective  surgical  drainage,  short 
term  intravenous  antibiotics  and  prolonged,  closely 
monitored  oral  therapy.  Serum  bactericidal  levels 
must  be  determined  to  confidently  use  this  protocol 
of  treatment  and  strict  compliance  with  dosage  must 
be  achieved.  There  were  no  recurrent  infections  or 
physical  impairment  noted  in  this  group  followed 
over  a limited  interval. 

Our  ten  year  review  of  hematogenous  osteomye- 
litis and  septic  arthritis  in  a community  hospital 
confirms  that  Staphylococcus  aureus  remains  the 
most  common  infecting  organism  and  that  early  di- 
agnosis coupled  with  appropriate  decompression  and 
high  dose  antibiotics  gives  satisfactory  results. 
However,  if  diagnosis  is  delayed,  or  antibiotic  cov- 
erage or  surgical  drainage  is  inadequate,  then  sig- 
nificant sequelae  may  result.  Our  initial  successful 
experience  with  the  use  of  short  term  high  dose 
parenteral  antibiotics  followed  by  monitored  oral 
therapy  confirms  those  results  reported  by  others.^ 
However,  such  success  is  dependent  on  close  ad- 
herence to  established  protocol  and  modifications 
are  not  encouraged.  ★★★ 

Dr.  Purvis;  421  South  Stadium  Circle  (39216) 
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VER  A CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 
carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 

new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  commemo- 
rative stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physicians  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  I want  to  affirm  my  commitment 
to  health  and  medicine  in  America. 
Please  accept  my  contribution  for: 

Other 

$100 

$50 

$25 

Please  make  checks  payable  to: 

AMA  Stone/National  Park  Service. 
Mail  your  payment  with  this  form  to: 
AMA  Stone/National  Park  Service 
P.O.  Box  109016 
Chicago,  Illinois  60610-9016 


Name 


Address 


City/Srate/Z>p 

All  donations  are  tax  deductible.  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  for  the  new  stone  when  it  is  fully  restored. 

Thank  you  for  your  contribution. 


FAMILY  PRAaiCE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  Ydu’11  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

ARMY  MEDICINE 
144  ELK  PLACE,  SUITE  1514 
NEW  ORLEANS,  LA  70112-2640 
(504)  522-1871  COLLECT 

ARMY  MEDICINE.  BE  ALLYOU  CAN  BE. 
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The  Crucifixion  and  Death 
Of  a Man  Called  Jesus 

DAVID  A.  BALL,  M.D. 

Batesville,  Mississippi 


In  the  March  21,  1986  issue  of  the  Journal  of 
the  American  Medical  Association,  there  was  an 
article  which  detailed  the  physical  aspects  of  the 
death  of  Jesus  Christ.'  In  general,  it  was  an  excellent 
article  with  good  references  and  detailed  sketches 
designed  to  give  the  reader  a better  understanding 
of  a now  extinct  form  of  execution  — crucifixion. 

However,  the  conclusions  drawn  by  the  authors 
seemed  to  lack  a degree  of  specificity  which  I feel 
should  be  addressed.  Given  the  details  of  the  Gospel 
accounts,  we  can  hypothesize  very  specific  probable 
cause  of  the  death  of  Jesus  and  in  turn  compile 
reasonably  convincing  evidence  to  validate  that 
probable  cause.  The  more  specific  we  can  be  con- 
cerning the  cause  of  the  death  and  the  more  logical 
we  can  be  in  compiling  our  proof  of  that  cause,  then 
the  more  certain  we  can  be  as  to  the  reality  of  that 
death.  So,  within  the  forum  of  medical  literature,  I 
would  like  to  sound  my  ideas  regarding  the  cruci- 
fixion of  Jesus  and  see  if  you  do  not  agree  that, 
given  the  facts,  my  conclusions  regarding  the  cause 
of  the  death  of  Jesus  are  logical  and  even  likely. 

Why  are  we  even  addressing  this  issue  at  all?  One 
of  the  more  significant  questions  raised  in  regard  to 
the  death  of  Jesus  is  just  that.  . . . Wus  it  the  death? 
That  question  seems  to  be  fueled  not  only  by  the 
“natural”  reluctance  to  accept  the  account  of  the 
resurrection  without  some  “natural”  explanation 
(such  as  Jesus  was  not  really  dead),  but  also  by  a 
nagging  doubt  which  is  raised  when  we  find  that 
Pilate  himself  marveled  that  Jesus  was  so  soon  dead 
(Mark  15:43-45). 

No  matter  what  one’s  faith  might  be,  I think  it 
would  be  safe  to  say  that  no  man’s  death  has  been 
more  questioned,  more  studied,  and  more  revered 
than  has  the  death  of  Jesus  Christ.  Through  the 


Dr.  Ball  is  engaged  in  the  private  practice  of  medicine  in  Bates- 
ville. 


The  following  article  is  excerpted  and  re- 
written from  an  unpublished  book  by  the 
author,  entitled  Jesus  Christ:  Lord  of  the 
Covenant. 

The  article  contends  that  Jesus  did  not  die 
of  exhaustion  and  asphyxiation,  which  was 
the  intent  of  crucifixion;  but  instead  died  of 
a rupture  of  the  free  wall  of  the  myocar- 
dium, which  resulted  in  cardiac  tamponade. 
Pathogenesis  of  this  process  is  discussed,  and 
postmortem  evidence  is  cited  as  confirma- 
tion. 


scrutinizing  eyes  of  history,  the  resurrection  has 
shaped  and  continues  to  shape  the  destiny  of  man- 
kind as  no  other  singular  event  in  all  of  recorded 
history. 

If,  however,  this  man  Jesus  did  not  truly  die,  then 
a cruel  hoax  has  been  perpetrated  on  mankind  — 
for  without  the  death  of  Jesus,  the  resurrection  has 
no  meaning.  Therefore,  the  death  of  Jesus  must  be 
validated,  and  who  is  more  qualified  to  evaluate  and 
judge  the  data  relating  to  the  death  of  Jesus  than 
the  modem  physician?  It  is  for  that  reason  we  are 
obligated  to  carefully  re-evaluate  the  events  sur- 
rounding the  death  of  Jesus. 

Any  study  of  the  death  of  Christ  has  to  begin  with 
the  trial  because  it  was  inhumane,  illegal,  and  ex- 
hausting. It  lasted  all  night  as  Jesus  was  dragged 
from  one  “judge”  to  another.  He  was  mocked, 
ridiculed,  slapped,  spit  upon  and  falsely  accused. 
When  he  was  finally  “convicted,”  he  was  beaten 
unmercifully  with  a Roman  flagmm. 

In  the  JAMA  reference  article,  Edwards  et  al, 
comment,  “The  severe  scourging,  with  its  intense 
pain  and  appreciable  blood  loss,  most  probably  left 
Jesus  in  a preshock  state.  Moreover,  hematidrosis 
[bloody  sweat  in  Gethsemane]  had  rendered  his  skin 
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particularly  tender.  The  physical  and  mental  abuse 
meted  out  by  the  Jews  and  the  Romans,  as  well  as 
the  lack  of  food,  water  and  sleep,  also  contributed 
to  his  generally  weakened  state.  Therefore,  even 
before  the  actual  crucifixion,  Jesus’s  physical  con- 
dition was  at  least  serious  and  possibly  critical.”^ 
We  sometimes  overlook  or  underestimate  the  se- 
verity of  the  flogging  Jesus  received.  The  reason 
might  be  in  part  because  we  tend  to  think  of  the 
whip  as  a platted  leather  instrument  capable  of  rais- 
ing painful  blisters  and  even  superficial  bleeding  if 
applied  repeatedly  and  with  enough  force.  The  Ro- 
man flagrum  was  something  entirely  different,  how- 
ever. It  was,  indeed,  composed  of  leather  strips;  but 
tied  to  the  end  of  each  of  these  were  pieces  of  metal, 
glass,  and  bone.  This  whip  was  designed  to  cut  away 
at  the  flesh  and  render  the  subject  nearly  moribund. 

C.  Truman  Davis,  M.D.,  describes  the  flogging 
in  very  graphic  terms  . . . 

Preparations  for  the  scourging  were  carried  out.  The 
prisoner  was  stripped  of  his  clothing  and  his  hands 
tied  to  a post  above  his  head.  It  is  doubtful  whether 
the  Romans  made  any  attempt  to  follow  the  Jewish 
law  in  the  matter  of  the  scourging.  The  Jews  had  an 
ancient  law  prohibiting  more  than  forty  lashes.  The 
Pharisees,  always  making  sure  that  the  law  was  strictly 
kept,  insisted  that  only  thirty-nine  lashes  be  given.  In 
the  case  of  a miscount,  they  were  sure  of  remaining 
in  the  law.  The  Roman  legionnaire  stepped  forward 
with  the  flagrum,  or  flagellus,  in  his  hand.  This  was 
a short  whip  consisting  of  several  heavy,  leather  thongs 
with  two  small  balls  of  lead  attached  near  the  ends  of 
each.  The  heavy  whip  was  brought  down  with  full 
force  again  and  again  across  Jesus’s  shoulders,  back 
and  legs.  At  first  the  heavy  thongs  cut  through  the 
skin  only.  Then,  as  the  blows  continued,  they  cut 
deeper  into  the  subcutaneous  tissues  producing  first  an 
oozing  of  blood  from  the  capillaries  and  veins  of  the 
skin,  and  finally  spurting  arterial  bleeding  from  vessels 
in  the  underlying  muscles.  The  small  balls  of  lead  first 
produced  large  deep  bruises  which  were  broken  open 
by  subsequent  blows.  Finally,  the  skin  of  the  back  was 
hanging  in  long  ribbons  and  the  entire  area  was  an 
unrecognizable  mass  of  tom,  bleeding  tissue.  When  it 
was  determined  by  the  Centurion  in  charge  that  the 
prisoner  was  near  death,  the  beating  was  finally 
stopped.^ 

This  scourging  is  considered  by  some  to  be  the 
reason  Jesus  died  sooner  than  was  expected;  but  if 
we  are  honest,  that  cannot  be  true.  The  scourging 
was  a routine  preamble  to  the  crucifixion. ^ Pilate 
knew  this.  He  must  have  seen  many  crucifixions. 
He  was  still  surprised  when  he  learned  of  Jesus’s 
early  death.  There  was  another  reason  for  Jesus’s 
rapid  death,  which  we  shall  learn  — but  first  we 
must  understand  something  of  the  mechanics  of  cru- 
cifixion. 


Today,  there  is  no  comparable  form  of  execution, 
but  in  Jesus’s  day,  it  was  common.  The  Romans 
executed  thousands  of  criminals  and  malcontents 
using  this  form  of  torture.  It  was  considered  so  cruel 
that  Roman  citizens  were  almost  never  executed  in 
this  manner.*-  ’ 

The  specific  details  of  the  execution  process  en- 
able us  to  understand  what  happened  to  Jesus  and 
to  draw  dependable  conclusions  as  to  probable  cause 
of  death. 

Mechanics  of  Crucifixion 

Following  the  near  death  scourging,  the  victim 
was  forced  to  bear  his  cross  to  the  place  of  exe- 
cution. There  is  good  evidence  that  this  usually  con- 
sisted only  of  the  crosspiece  or  patibulum  which 
was  strapped  to  the  victim’s  back  and  outstretched 
arms.®  (We  shall  look  more  at  this  later.) 

On  arrival  at  the  site  of  execution,  the  victim  was 
placed  on  the  upright;  and  the  slow  process  of  tor- 
tured death  was  begun.  Just  how  slow  and  agonizing 
this  process  was  depended  on  many  details  which 
were  controlled  by  the  executioner. 

The  first  option  available  to  the  executioner  was 
whether  or  not  to  nail  the  victim  to  the  cross.  The 
Romans  seemed  to  favor  nailing  their  victims  to  the 
cross,^' and  the  Bible  is  explicit  in  this  detail  of 
Jesus’s  crucifixion  (John  20:24-29).  However,  we 
need  to  understand  that  death  would  ensue  even  if 
nails  were  not  used  and  the  victims  were  tied  to  the 
cross.  It  would  simply  take  longer  for  death  to  occur 
if  the  victims  were  tied  to  the  cross." 

The  next  consideration  in  the  execution  process 
was  the  positioning  of  the  spikes  on  the  cross  and 
the  manner  in  which  the  executioners  secured  the 
victim  to  the  cross.  Three  spikes  were  necessary  to 
secure  the  victim  — one  in  each  of  the  upper  ex- 
tremities and  one  single  spike  through  both  lower 
extremities. 

The  average  layman  understands  that  the  spikes 
securing  Jesus’s  upper  extremities  to  the  cross  were 
nailed  through  his  hands.  This  is  understandable 
since  most  English  versions  seem  to  imply  such 
(John  20:24-29).  However,  this  interpretation  is 
problematic  in  light  of  studies  done  by  Pierre  Bar- 
bet,  M.D.  Dr.  Barbet  secured  cadaver  wrists  to  a 
wooden  beam  using  spikes  through  the  palms  and 
found  that  the  weight  of  a body  when  suspended 
from  the  cross  would  simply  tear  the  spikes  through 
the  hands.  If,  however,  the  spikes  were  placed  in 
the  wrists,  a body  could  be  suspended  success- 
fully." 

This  seeming  discrepancy  can  easily  be  resolved 
by  a brief  Greek  word  study.  The  Greek  word  from 
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which  our  English  word  hand  is  translated  (John 
20:24-29)  is  cheir.  In  the  Greek  language  this  word 
may  include  the  hand  and  the  wrist. This  is  im- 
portant in  our  study  here  because  it  confirms  the 
reliability  of  the  Gospel  accounts  in  providing  de- 
tails on  which  we  can  base  our  conclusions. 

With  both  wrists  thus  fixed  to  the  crosspiece  or 
patibulum,  and  the  victim  suspended  in  this  manner, 
his  lungs  would  remain  passively  hyperinflated.  In 
order  to  exhale  so  that  new  air  could  be  inhaled, 
the  victim  of  crucifixion  had  to  actively  lift  himself 
on  the  cross’'^  so  that  he  could  force  air  out  of  his 
lungs. 

In  my  own  studies  of  volunteers  suspended  from 
a cross  — using  leather  wrist  straps  and  metal  hooks 
instead  of  nails  — I have  found  the  positioning  of 
the  arms  on  the  uprights  to  be  very  important.  The 
more  outstretched  the  arms  on  the  crosspiece  the 
more  painful  to  hang  suspended.  I rather  suspect 
that  the  Romans  well  knew  the  results  of  positioning 
the  hands  and  used  this  knowledge  to  achieve  their 
desired  results. 

But,  if  the  positioning  of  the  hands  is  important, 
then  I would  have  to  say  that  my  studies  suggest 
the  positioning  of  the  feet  is  critical.  There  are  two 
factors  here  that  must  be  considered.  First  is  the 
point  of  attachment  of  the  feet  to  the  vertical  portion 
of  the  cross.  If  the  feet  are  secured  toward  the  lower 
reaches  of  the  suspended  body,  then  obviously  the 
victim  would  not  be  able  to  lift  himself  much  in  his 
effort  to  exhale.  Consequently,  he  would  expend 
maximum  effort  and  inhale  minimum  fresh  air.  If, 
however,  the  feet  were  fixed  further  upward  on  the 
vertical  piece,  then  the  victim  would  be  able  to  push 
himself  up  considerably  more.  This  would  enable 
him  to  exhale  more  completely  and  to  take  in  more 
fresh  air.  Therefore,  all  other  things  being  equal, 
he  would  live  longer  on  the  cross. 

There  was  yet  a second  consideration,  though,  in 
this  matter  of  securing  the  feet.  If  the  feet  were 
turned  sideways  and  the  spike  driven  through  one 
heel  and  into  the  other  as  it  fixed  the  feet  to  the 
vertical  piece,  then  the  victim  could  lock  his  knees 
in  a fully  extended  position  whenever  he  pushed  up 
to  breathe.  He  would  then  be  able  to  maintain  this 
position  for  lengthy  periods  of  time  and  might  even 
die  of  thirst  or  starvation.  This  would  explain  how 
some  crucifixion  victims  have  been  known  to  live 
for  days.  On  the  other  hand,  if  the  feet  were  plantar 
flexed  and  one  placed  flat  against  the  upright  with 
the  sole  of  the  other  foot  on  top  and  both  secured 
by  a single  through  and  through  spike,  then  the 
victim  would  be  unable  to  fully  extend  his  knees. 
Since  he  would  not  be  able  to  lock  his  knees,  the 


energy  expenditure  for  respiration  would  increase 
enormously  because  each  respiratory  cycle  would 
require  the  victim  to  lift  his  entire  weight  and  then 
let  it  down  as  gently  as  he  could  in  order  to  avoid 
the  shearing  pain  of  the  spikes  in  the  wrists. 

Understanding  these  factors  would  make  possible 
the  Romans’  “tailoring”  of  the  crucifixion  agony 
to  fit  the  victim.  We  know  that  Jesus  had  to  be  dead 
by  sundown  because  he  was  crucified  on  the  day 
of  preparation  (John  19:31)  with  the  Sabbath/Pass- 
over beginning  at  6:00  p.m.  We  also  know  that  Jesus 
was  crucified  at  9:00  a.m.  Since  Jewish  law  would 
not  allow  a victim  to  remain  on  the  cross  past  sun- 
down, we  can  presume  that  the  Romans  would  have 
designed  Jesus’s  crucifixion  to  be  “short-lived.” 
This  would  mean,  in  all  likelihood,  that  Jesus’s  feet 
were  plantar  flexed  with  the  soles  nailed  to  the  up- 
rights. Even  so,  we  have  pointed  out  that  Pilate  was 
still  surprised  at  his  early  death.  This  would  suggest 
other  causes  for  the  early  death.  Therefore,  we  need 
to  look  closely  at  some  of  the  mechanics  of  cruci- 
fixion. 

As  we  have  seen,  each  respiratory  cycle  required 
that  Jesus  lift  himself  on  the  cross,  exhale  and  gently 
let  himself  down  as  he  inhaled.  His  back  was  laid 
bare  from  the  scourging  so  that  each  cycle  of  breath- 
ing necessitated  that  he  rub  his  back  against  the 
upright  and  agonize  as  the  raw  flesh  was  further 
macerated.  Each  time  he  took  a breath,  his  leg  mus- 
cles quivered  as  his  feet  pushed  against  the  spike. 
Each  time  he  sought  relief  by  resting  his  legs,  the 
spikes  in  his  wrists  would  spit  fire  into  the  stretched 
and  lacerated  median  nerve.  There  was  no  relief. 

The  agony  helps  us  appreciate  — but  the  phys- 
iology of  those  terminal  hours  in  the  life  of  Jesus 
helps  us  understand.  It  is  this  understanding  which 
allows  us  to  draw  conclusions  as  to  the  cause  of  the 
death  of  Jesus.  That  is  here  our  quest. 

In  terms  of  those  physiologic  processes  of  cru- 
cifixion, what  actually  happens  during  the  terminal 
hours  on  a cross?  In  rather  general  terms,  I would 
propose  the  outline  of  those  events  to  look  some- 
thing like  the  following: 

I.  Respiratory  efficiency  is  decreased  because 
of  the  following  reasons: 

A.  Relative  hyperinflation  of  the  lungs  pro- 
duces an  increase  in  residual  lung  volume. 

B . Lifting  the  body  on  the  cross  during  each 
respiratory  cycle  produces  an  enormous 
increase  in  energy  expenditure. 

II.  Respiratory  inefficiency  is  usually  accom- 
panied by  an  increase  in  respiratory  rate  as  a 
means  of  compensation.  This  is  not  possible 
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during  crucifixion  due  to  the  pain  and  effort 
of  breathing.  Therefore,  respiratory  acidosis 
develops. 

III.  With  diminished  oxygen  exchange,  hypox- 
emia develops. 

IV.  Hypoxemia  leads  to  anaerobic  metabolism. 
During  crucifixion  there  is  continued  and  sig- 
nificant muscle  activity  associated  with  res- 
piration. This  necessitates  a significant  de- 
mand for  energy  through  the  Krebs  cycle;  and 
since  this  occurs  in  an  oxygen-depleted  state, 
it  results  in  the  production  of  excess  lactic 
acid  and  metabolic  acidosis. 

V.  Hypoxemia,  hypovolemia  (secondary  to  blood 
loss  and  sweating),  and  the  increased  work 
load  previously  described,  all  contribute  to 
produce  a compensatory  tachycardia. 

VI.  As  the  acidosis  (combined  respiratory  and 
metabolic)  continues  and  the  pH  drops,  mus- 
cle cramps  worsen;  and  it  becomes  more  dif- 
ficult for  the  victim  to  lift  himself  to  breathe. 

VII.  In  the  final  stages,  blood  is  shunted  from  skel- 
etal muscle  to  vital  organs  in  an  effort  to 
salvage  the  body. 

VIII.  At  this  point,  skeletal  muscle  becomes  rela- 
tively anoxic;  therefore  respirations  are  fur- 
ther inhibited;  and  a vicious  cycle  ensues 
leading  to  a quiet  death  by  exhaustion  and 
asphyxiation  because  there  is  simply  no  en- 
ergy left  to  resist. 

Although  I have  never  seen  a crucifixion,  I have 
(as  most  of  you  have  also)  seen  many  patients  die 
in  the  same  terminal  circumstances  described  above. 
Severe  COPD  and  CHF/Pulmonary  Edema  patients 
struggling  for  their  last  breath  are  vividly  retained 
in  most  of  our  memories.  Although  it  is  an  agonizing 
and  frightful  way  to  go  (if  the  patient  is  conscious), 
it  is,  nonetheless,  a quiet  death.  These  patients  do 
not  scream  and  holler  because  they  simply  do  not 
have  the  strength  and  breath  to  do  so.  Often,  they 
do  not  even  so  much  as  whisper  because  all  of  their 
efforts  are  directed  at  saving  that  precious  breath  of 
air. 

As  we  have  seen,  the  usual  means  of  death  on 
the  cross  was  by  exhaustion  and  asphyxiation.  That 
was  its  design.  Jesus  did  not  die  that  way.  We  can 
be  sure  of  it.  The  Bible  provides  the  details  nec- 
essary for  us  to  make  this  conclusion. 

In  Luke  23:46  we  read;  “And  when  Jesus  had 
cried  with  a loud  voice,  he  said.  Father,  into  thy 
hands  I commend  my  spirit,  and,  having  said  this, 
he  gave  up  the  spirit.” 

Matthew  27:50  and  Mark  15:37  repeat  the  part 


about  Jesus’s  crying  with  a loud  voice  and  then 
suddenly  giving  up  the  spirit.  If  Jesus  had  died  of 
exhaustion  and  asphyxiation,  then  he  would  not  have 
had  the  air  in  his  lungs  to  have  cried  out  with  a loud 
voice  saying,  “Father  into  thy  hands  I commend 
my  spirit  ...”  and  then  suddenly  die. 

Instead,  the  scriptures  indicate  that  something 
happened  suddenly  causing  Jesus  to  cry  out  in  pain 
and  then  suddenly  die.  That  is  not  the  picture  of 
death  by  exhaustion  and  asphyxiation.  Now,  we 
must  honestly  ask  ourselves,  could  Jesus  have  faked 
it  at  this  point?  Absolutely  not!  By  its  very  design 
the  crucifixion  would  have  prevented  this. 

If  Jesus  had  intentionally  tried  to  pretend  death, 
then  he  would  have  had  to  breathe  without  anyone 
in  the  crowd  noticing  it,  an  impossible  feat  consid- 
ering that  each  breath  required  the  victim  to  lift 
himself  on  the  cross  so  he  could  exhale  and  then 
inhale  fresh  air.  Everyone  would  have  seen  this  — 
in  particular,  the  soldiers  who  were  trained  execu- 
tioners. 

If  Jesus  had  simply  swooned,  as  some  insist,  then 
he  would  have  died  anyway  because  he  would  not 
have  been  able  to  lift  himself  to  breathe.  That  was 
the  design  of  the  crucifixion  process.  That  was  the 
purpose  of  breaking  the  legs  of  the  victims  who 
were  not  already  dead.  Once  their  legs  were  broken, 
they  could  not  lift  themselves  on  the  cross  to  breathe. 
Then  death  would  ensue  quickly. 

The  final  proof,  however,  of  Jesus’s  death  was 
the  “coup  de  grace”  of  the  sword  in  his  side.  This 
was  the  soldier’s  surety  of  the  victim’s  death,  a 
trained  maneuver  to  lay  to  rest  the  question  of  a live 
victim.  We  will  look  at  this  maneuver  more  closely 
in  a moment. 

Probable  Cause  of  Death 

What  then  can  explain  the  loud  cry  and  sudden 
death  of  Jesus  as  he  hung  on  the  cross?  Once  all 
the  evidence  is  considered,  I think  you  will  agree 
that  a true  rupture  of  the  myocardium  is  the  most 
likely  probable  cause.  I think  this  process  can  be 
documented  with  a high  degree  of  probability. 

First,  let’s  understand  that  I am  referring  to  a true 
or  external  rupture  of  the  myocardium  and  not  a 
papillary  or  septal  rupture.  In  such  a situation  there 
would  rapidly  develop  a terminal  sequence  with  car- 
diac tamponade  and  rapid  fall  in  arterial  pressure. 
Under  the  circumstances  of  the  crucifixion,  this 
would  lead  to  certain  and  rapid  death. 

Even  though  there  was  no  formal  postmortem 
examination,  I think  we  can  substantiate  this  mode 
of  death  because  the  Bible  again  provides  us  the 
critical  details. 
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John  19:34  says,  “But  one  of  the  soldiers,  with 
a spear,  pierced  his  side  and  immediately  came  there 
out  blood  and  water.  ’ ’ The  significance  of  this  com- 
ment is  incalculable  from  a medical  point  of  view. 
That  makes  it  all  the  more  interesting  when  we 
realize  that  Dr.  Luke  doesn’t  even  mention  it.  That’s 
because  he  had  no  way  of  knowing  the  significance. 
Had  Dr.  Luke  been  the  one  to  relate  these  details, 
no  doubt  some  antagonist  would  have  insisted  that 
the  evidence  had  been  planted. 

The  truth  is,  John  didn’t  even  know  the  signifi- 
cance of  what  he  wrote.  He  simply  knew  something 
unusual  was  happening  and  wanted  to  be  sure  it  was 
recorded  for  posterity. 

John  19:35  says,  “And  he  that  saw  it  bore  wit- 
ness, and  his  witness  is  true;  and  he  knoweth  that 
he  saith  true,  that  he  might  believe.’’ 

You  can  almost  sense  John’s  efforts  to  convince 
the  reader  that  what  he  was  writing  was  the  truth. 
Ordinarily  when  a dead  man  is  cut,  no  blood  flows. 
John  and  the  rest  of  us  know  that.  That  is  probably 
why  he  insisted  that  his  witness  of  the  event  was 
true.  But,  it  is  also  why  this  bit  of  evidence  is  doubly 
important.  Since  no  one  present  at  the  crucifixion 
knew  the  significance  of  the  blood  and  water  and, 
indeed,  it  appeared  to  be  even  contrary  to  the  ex- 
pected norm;  we  can  be  assured  that  this  account 
was  not  fabricated,  but  was  simply  an  honest  ren- 
dering of  the  crucifixion  events. 

If  indeed  a rupture  of  the  free  wall  of  the  left 
ventricular  myocardium  occurred  (as  I believe  it 
did),  then  there  would  certainly  be  cause  for  sudden 
death  with  rapid  development  of  cardiac  tamponade. 
Ordinarily,  there  is  approximately  30  cc  of  clear 
fluid  in  the  pericardial  cavity;  but  due  to  the  stress 
of  the  terminal  events  with  congestive  heart  failure 
and  decreased  venous  return  to  the  heart  due  to 
hypovolemia  and  hyperinflation  of  the  lungs,  there 
could  have  been  100  cc  or  more  of  pericardial  fluid 
present.*^  Rupture  of  the  free  wall  of  the  ventricle 
would  have  added  another  200  or  300  cc  of  blood 
before  tamponade  would  have  effectively  produced 
cardiac  standstill.  This  blood  would  probably  be 
noncoagulating,*®- and  with  the  demise  of  the  vic- 
tim there  would  be  some  settling  of  the  cellular 
components  to  the  bottom  of  the  pericardial  cavity. 
(There  certainly  could  be  some  clotting,  also,'®  which 
would  likewise  contribute  to  the  separation  of  red 
blood  cells  and  “clear  fluid.’’) 

At  this  point,  the  Roman  soldiers  came  to  check 
on  the  status  of  the  three  crucifixion  victims  and 
found  that  Jesus  was  already  dead.  Reacting  in  true 
military  form,  the  “coup  de  grace”  thrust  of  the 
sword  was  aimed  at  the  heart.  As  soon  as  it  pierced 


the  pericardium,  the  pressurized  contents  gushed 
forth.  The  blood  which  was  on  the  bottom  came 
first,  followed  by  the  clear  “water”  on  the  top. 
That  is  exactly  the  way  the  Bible  says  it  happened. 

Suppose,  however,  for  the  sake  of  argument,  that 
my  proposed  scenario  is  not  correct.  What  then  might 
we  have  expected  from  the  sword  piercing? 

If  Jesus  had  been  alive  at  the  time,  the  blood 
would  have  flowed  as  soon  as  the  sword  pierced 
the  myocardium  and  would  have  stopped  as  soon 
as  the  heart  stopped.  There  would  have  been  no 
water  to  flow. 

If  Jesus  had  been  dead,  but  the  heart  had  not 
ruptured,  then  not  much  at  all  would  have  happened 
with  the  sword  piercing.  Perhaps  a little  blood  would 
have  flowed,  but  not  much,  because  the  contents 
of  the  heart  would  not  have  been  under  pressure 
since  the  heart  would  have  been  in  asystole.  There- 
fore, when  the  sword  was  removed,  the  wound  would 
close  and  simply  ooze  a little  blood.  Again,  there 
would  have  been  no  flow  of  water. 

The  Bible  gives  us  solid  evidence  of  the  death  of 
Jesus  and  of  the  cause  of  that  death.  What  has  con- 
cerned me  in  the  past  has  been  the  lack  of  an  ac- 
ceptable and  rational  medical  reason  for  Jesus’s  heart 
to  rupture.  Most  references  dealing  with  this  ques- 
tion simply  say  that  Jesus  died  of  a broken  heart 
and  mention  John’s  account  of  the  blood  and  water 
as  proof  (without  even  explaining  that).  Some  have 
gone  one  step  further  and  have  said  that  the  emo- 
tional stress  Jesus  was  under  on  the  cross  caused 
his  heart  to  rupture.  That  could  be  true,  I suppose, 
but  there  is  no  evidence  in  current  medical  literature 
that  I can  find  to  suggest  that  emotional  stress  alone 
can  cause  the  normal  heart  to  rupture. 

If  the  heart  did  rupture,  and  we  are  to  maintain 
this  was  the  probable  cause  of  death,  then  we  need 
some  evidence  suggesting  pathogenesis. 

To  do  this,  we  need  to  retrace  the  events  prior  to 
the  crucifixion  because  there  we  fmd  important  clues. 
We  have  already  shown  that  Jesus  was  worn  down 
by  a night-long  fiasco  of  trials.  Then  he  was  beaten 
unmercifully  with  the  Roman  flagrum.  Next,  we  are 
told  in  John  19:16-17  that  they  put  the  cross  on  his 
back  and  led  him  away  to  Golgotha  where  they 
crucified  him. 

Dr.  Pierre  Barbet  states  that  the  crosspiece 
weighed  slightly  over  100  pounds  and  that  it  was 
strapped  to  Jesus’s  shoulders  and  outstretched  arms.'^ 
This  weight  seems  reasonable  in  view  of  my  per- 
sonal studies.  The  cross  which  I use  for  demon- 
stration and  study  purposes  is  made  of  kiln-dried 
pine,  5.5  inches  square.  The  crosspiece  weighs  ap- 
proximately 50  pounds.  Assuming  that  Jesus’s  cross 


MARCH  1989 


81 


was  made  of  green  wood  of  a more  dense  nature 
such  as  oak,  it  would  be  easy  to  account  for  a cross- 
piece weight  of  approximately  75-100  pounds.  If 
the  wood  used  were  somewhat  larger  than  5.5  inches 
square,  obviously  the  weight  could  be  considerably 
more  than  100  pounds.  Now,  with  this  weight 
strapped  to  his  back,  Jesus  began  his  trek  to  Gol- 
gotha. We  have  already  established  the  exhausted 
and  debilitated  state  that  Jesus  was  in  following  the 
scourging.  This  was  enough  to  overburden  even  the 
strongest  of  men. 

Somewhere  along  the  route  to  Golgotha,  Simon 
of  Gyrene  was  conscripted  to  carry  the  cross  of 
Jesus.  This  is  attested  to  in  Matthew  27:32,  Mark 
15:21,  and  Luke  23:26.  There  must  have  been  a 
reason  for  this  conscription,  and  it  could  not  have 
been  sympathy,  for  not  once  do  we  have  a sugges- 
tion that  the  Jews  or  the  Romans  were  sympathetic 
to  Jesus.  In  fact,  it  was  their  anger  and  hatred  that 
literally  dominated  the  scene.  There  had  to  be  an- 
other reason. 

The  day  of  the  crucifixion  was  very  busy  for  the 
Jews.  It  was  the  preparation  for  the  Passover.  The 
Jews  did  not  want  to  leave  their  bodies  on  the  cross 
after  sundown,  for  that  was  against  Jewish  laws 
(John  19:31,  Deuteronomy  21:23  and  Joshua  8:29, 
10:26-27).  For  this  reason,  the  crucifixion  needed 
to  be  hastened,  and  this  half-dead  Jesus  was  stum- 
bling along  at  a snail’s  pace.  He  was  falling  as  he 
wearily  forced  each  step  of  the  way.  With  his  out- 
stretched hands  tied  to  the  crosspiece,  he  was  taking 
a severe  battering  with  each  fall,  and  it  was  doubtful 
that  he  could  even  make  it  to  Golgotha.  For  that 
reason,  Simon  of  Gyrene  was  conscripted  to  carry 
Jesus’s  cross. 

Often  it  is  the  little  details  that  give  us  the  greatest 
insight,  and  they  are  so  often  overlooked.  The  above 
paragraph  which  explains  why  Simon  of  Gyrene  was 
conscripted  to  carry  Jesus’s  cross  also  explains  the 
pathogenesis  of  Jesus’s  ruptured  heart. 

As  we  explained,  Jesus’s  outstretched  arms  were 
tied  to  the  crosspiece.  When  he  fell,  he  had  no  way 
to  break  the  fall,  so  he  fell  straight  forward  into  the 
street.  With  the  weight  of  the  crosspiece  on  his  back, 
this  was  sufficient  to  inflict  significant  injury  to  the 
chest  wall,  which  would  have  borne  the  brunt  of 
the  force.  The  resultant  injury  would  have  been 
similar  to  blunt  chest  trauma  sustained  in  an  auto- 
mobile accident  when  the  chest  collides  with  the 
steering  wheel  of  a car. 

The  following  quote  from  Friedberg’ s Diseases 
oj  the  Heart  helps  us  to  understand  this  type  of 
injuiy  bei’.e^ . 


A frequent  cause  of  nonpenetrating  cardiac  injury 
is  the  well  publicized  steering-wheel  accident.  The 
driver’s  chest  is  pinned  against  the  steering  wheel  when 
the  forward  momentum  of  the  car  is  suddenly  arrested. 
Severe  cardiac  injury  or  mpture  of  the  heart  often 
follows  crushing  chest  accidents  when  an  auto,  train 
or  other  vehicle  runs  over  the  prostrate  body.  . . . Di- 
rect blows  to  the  anterior  chest  wall  by  a baseball,  golf 
or  tennis  ball  travelling  at  high  speed,  by  heavy  falling 
or  swinging  objects  which  strike  at  great  velocity,  fist 
blows  and  kicks  by  a horse  or  other  powerful  animal 
and  compression  of  the  chest  between  two  moving 
objects  are  among  the  causes  of  nonpenetrating  cardiac 
trauma.  . . . 

Serious  contusions  and  even  rupture  of  the  heart 
often  occurs  without  significant  visible  external  injury 
of  the  chest  wall  and  without  fracture  of  the  chest  wall 
and  without  fracture  of  the  ribs.  In  fact,  in  a series  of 
250  nonpenetrating  chest  injuries  by  Arenberg,  the 
greater  cardiac  damage  occurred  among  the  cases  with- 
out rib  fracture. 

That  is  particularly  important  since  we  know  that 
Jesus  had  no  broken  bones  (John  19:36). 

There  seems  to  be  no  reasonable  doubt  that  the 
fall  could  cause  significant  myocardial  injury  and 
even  rupture.  It  also  seems  to  be  reasonably  certain 
that  should  there  have  been  such  an  injury  which 
predisposed  to  myocardial  rupture,  that  the  tremen- 
dous work  load  of  the  crucifixion  process  would 
have  increased  the  likelihood  of  such  a catastrophic 
event  taking  place.  The  remaining  question  seems 
to  be,  would  it  have  occurred  so  soon?  So,  the 
question  of  Pilate  (Mark  15:43-45)  as  to  why  Jesus 
was  so  soon  dead  demonstrates  the  reliability  of  the 
Bible,  not  only  as  an  important  source  of  facts,  but 
also  an  important  source  of  probing  questions  which 
lead  us  to  the  truth. 

In  an  article  by  Becker  and  van  Mantgen  ap- 
pearing in  the  European  Journal  of  Cardiology,  a 
study  is  made  of  50  episodes  of  death  by  cardiac 
tamponade.^'  Three  types  of  rupture  are  defined  in 
this  study.  Type  I is  characterized  by  an  abrupt  slit- 
like tear  which  correlates  clinically  with  an  infarct 
usually  of  less  than  24  hours.  Type  II  shows  an 
erosion  of  the  infarcted  myocardium,  indicative  of 
a slowly  progressing  tear.  This  type  correlated  with 
a somewhat  longer  time  interval  between  onset  of 
symptoms  and  tamponade.  Type  III  is  characterized 
by  early  aneurysm  formation  which  correlated  clin- 
ically with  older  infarcts. 

These  three  types  of  rupture  are  then  correlated 
with  the  location  of  the  myocardial  injury  — either 
anterior,  lateral,  or  posterior.  Twenty-nine  ruptures 
occurred  anteriorly  which  the  authors  point  out  is 
consistent  with  the  incidence  of  anterior  infarcts  in 
the  general  population.  What  is  interesting  to  me  is 
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that  a rupture  occurring  in  this  anterior  group  was 
very  likely  (72%)  to  be  a Type  I,  which  would  result 
in  sudden  rupture  and  rapid  demise. 

It  would  seem  likely  that  blunt  trauma  to  the 
anterior  chest  wall,  such  as  Jesus  received,  would 
result  in  anterior  myocardial  injury.  Therefore,  if  a 
rupture  were  to  occur  in  such  a situation,  we  would 
expect  it  to  occur  within  24  hours  — even  if  the 
subject  were  at  rest.  Certainly,  it  would  seem  rea- 
sonable that  under  stress  such  a rupture  could  be 
likely  to  occur  within  6-7  hours.  This  time  span 
would  be  likely  considering  the  walk  to  Golgotha, 
crucifixion  beginning  at  the  third  hour  (Mark  15:25) 
and  ending  sometime  after  the  ninth  hour  (Mark 
15:33-37). 

Summary 

In  summary,  I would  suggest  that  Jesus  was  un- 
able to  carry  his  cross  because  of  his  cruel  treatment 
and  scourging.  He  then  fell  with  the  100  pound 
crosspiece  on  his  back  and  was  unable  to  break  the 
fall  because  his  outstretched  hands  were  tied  to  the 
crosspiece.  This  resulted  in  blunt  chest  trauma  and 
a contused  heart.  On  the  cross  the  workload  of  the 
heart  was  greatly  increased  due  to  multiple  factors, 
but  primarily  the  increased  effort  necessary  to 
breathe.  This  resulted  in  a rupture  of  the  free  wall 


of  the  heart,  which  caused  Jesus  to  cry  out  in  a loud 
voice  and  suddenly  die.  This  cause  of  death  is  con- 
firmed for  us  by  the  sword  pierce  to  the  side  which 
resulted  in  the  flow  of  blood  and  water.  In  effect, 
that  was  a brief  and  legitimate  postmortem  exam. 
JESUS  WAS  DEAD!  THAT  WAS  FRIDAY!  SUN- 
DAY WAS  COMING!  ★★★ 

107  Eureka  St.  (38606) 
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• "Alternative  Approaches  to  the  Management  of  Gravidas 
with  Prolonged-Postterm-Postdate  Pregnancies" 

• "The  Caduceus  Revised" 


MARCH  1989 


83 


THE  PRESIDENT’S  PAGE 

DAVID  R.  STECKLER,  M.D. 


Mark  Your  Calendar  Now! 


H/ACH  YEAR  we  have  an  opportunity  to  gather  as  a profession  to  hear,  discuss 
and  act  on  current  medical  issues  and  to  establish  the  course  of  our  professional 
association  for  the  following  year. 

I am  speaking  of  course  of  our  MSMA  Annual  Session  and  Auxiliary  Meeting 
which  both  promise  to  be  significant  events  occurring  May  31-June  4 at  the  Royal 
d’Iberville  Hotel,  Biloxi. 

In  addition  to  annual  meetings  of  the  MS  Foundation  for  Medical  Care  and 
numerous  specialty  and  alumni  groups  we  will  have  an  outstanding  group  of  our 
colleagues  presenting  a scientific  program  on  current  medical  topics. 

We  will  also  have  an  opportunity  to  hear  national  authorities  on  such  subjects 
as  “The  Vermont  Variations  on  Medical  Practice  Project,’’  “The  Physician  Pay- 
ment Review/Harvard  Resource  Based  Relative  Value  Study,”  “M.D.  Rights 
and  Duties  Under  the  Health  Care  Quality  Improvement  Act,”  “Current  Legal 
Issues  for  the  Hospital  Medical  Staff,”  and  “Hospital  Medical  Ethics  Commit- 
tee.” It  is  important  that  we  be  informed  about  these  subjects  and  how  they  will 
impact  in  our  state. 

At  this  year’s  annual  session  our  MSMA  House  of  Delegates  will  be  addressing 
many  issues  of  concern  to  each  of  us.  There  has,  for  example,  been  a strategic 
plan  developed  over  the  past  year  which  will  be  before  the  House  of  Delegates 
for  discussion  and  action.  There  will  also  be  many  legislative  and  medical  so- 
cioeconomic issues  for  the  House  of  Delegates  to  consider  and  act  upon. 

Each  member  of  the  association  has  an  opportunity  to  be  elected  a delegate  by 
their  component  society  and  all  members  may  speak  before  reference  committees 
of  the  House  of  Delegates.  If  you  have  ideas  about  what  the  association  is  or 
should  be  doing  this  is  the  place  to  be. 

1 hope  to  see  each  of  you  at  this  year’s  annual  meeting  in  Biloxi.  We  are 
planning  some  outstanding  social  events  and  thanks  to  the  efforts  of  the  MSMA 
Auxiliary  there  will  be  special  children’s  events  planned  for  those  members  who 
desire  to  make  the  meeting  a family  occasion.  It  will  be  a time  for  fun  and  serious 
consideration  of  matters  important  to  the  future  of  our  profession.  Mark  your 
calendar  now! 
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Drug  Abuse  and  the  Physician 

In  1988,  alcohol  remained  the  most  abused  drug 
in  this  country.  The  diagnosis  and  treatment  of 
chemical  dependency  is  certainly  an  idea  whose  time 
has  come,  and  was  well  addressed  in  the  scientific 
articles  presented  in  the  December  1988  issue  of 
the  Journal  MSMA. 

Anyone  who  questions  the  ability  of  the  individ- 
ual practicing  physician  to  have  an  impact  in  this 
area  should  read  those  articles,  as  well  as  similar 
articles  presented  in  the  November  4,  1988  issue  of 
JAMA.  These  studies  present  evidence  that  the  phy- 
sician can  have  a positive  impact  on  the  health  of 
drug  abusers  in  his  or  her  practice  with  only  a min- 
imum amount  of  extra  time  and  effort. 

The  attention  given  to  drug  abuse  in  the  media, 
in  government,  and  in  the  recently  completed  na- 
tional elections  reflects  the  growing  concern  of  the 
American  people  about  this  tragic  socioeconomic 
and  health  problem.  The  attention  and  input  of  in- 
dividual physicians  to  this  problem  is  equally  well 
deserved. 

In  the  context  of  organized  medicine,  physicians 
can  provide  strong  leadership  to  help  develop  long- 
term solutions,  but  our  best  hope  for  immediate 
impact  is  the  incorporation  of  detection  and  treat- 
ment (or  referral)  into  everyday  practice.  We  are 
obligated  to  our  patients  to  develop  the  attitudes 
necessary  to  achieve  this  goal. 

George  E.  Abraham,  II,  M.D. 

Associate  Editor 


The  Journal  invites  your  suggestions  and 
comments.  Please  address  correspondence  to: 
The  Editors,  JOURNAL  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39296-5229. 
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Medico-Legal  Brief 

No  Property  Right 
To  Due  Process  Hearing 

A physician  who  was  denied  hospital  staff  priv- 
ileges did  not  have  a property  right  to  a due  process 
hearing,  a federal  appellate  court  for  Illinois  ruled. 

After  the  physician,  a gynecologist  and  oncolo- 
gist, was  denied  privileges,  the  hospital  developed 
a procedure  for  reviewing  staff  applications,  as  re- 
quired by  state  law.  Various  boards  at  the  hospital 
reconsidered  the  physician’s  application,  conducted 
hearings,  and  denied  it  again. 

The  physician’s  counsel  was  present  at  hearings 
that  were  conducted  and  repeatedly  objected  to 
statements  criticizing  the  physician’s  ability.  The 
physician  filed  a §1983  civil  rights  action  against 
the  hospital,  claiming  that  the  statements  were  hear- 
say and  were  improperly  considered  by  the  hospital. 
The  trial  court  granted  the  hospital’s  motion  to  dis- 
miss on  the  basis  of  a finding  that  the  hospital  was 
a private  rather  than  a state  institution  under  appli- 
cable law. 

On  appeal,  the  appellate  court  agreed  with  the 
trial  court  that  the  hospital  was  not  a “state  actor’’ 
for  §1983  purposes  simply  because  the  state  re- 
quired hospitals  to  develop  procedural  guidelines 
for  considering  applicants  for  medical  staff  privi- 
leges. The  court  also  found  that  the  physician  had 
not  established  that  he  had  a property  right  to  a due 
process  hearing  under  state  law.  The  court  said  that 
there  was  no  constitutionally  protected  right  to  be 
able  to  practice  medicine  at  the  hospital  of  one’s 
choice.  In  the  absence  of  showing  a protected  life, 
liberty,  or  property  interest  in  obtaining  the  hospital 
staff  position,  the  court  said,  the  physician  had  no 
due  process  entitlement.  Nor  did  state  law  grant  him 
the  right  to  practice  at  the  hospital  of  his  choice. 
The  court  affirmed  the  lower  court’s  judgment.  — 
Tunca  v.  Lutheran  General  Hospital,  844  F.2d  41 1 
(C.A.7,  111.,  April  6,  1988) 
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COMMENT 


Dare  I Treat? 

Sunday  night.  The  patients  emerge.  Their  num- 
bered identity  rests  quietly  in  the  computer  and  on 
the  chart.  Staff  and  residents  have  departed  to  their 
homes  or  the  Emergency  Room. 

In  the  room  my  patient  was  in  the  second  bed. 
Several  times  during  the  previous  week,  I had  ac- 
knowledged the  patient  in  the  first  bed  with  a greet- 
ing. I found  her  this  time  sitting  on  the  side  of  the 
bed,  fully  clothed. 

“Are  you  all  right?” 

“Sort  of.” 

“Looks  like  you  have  been  discharged.” 

“Yes.  The  resident  discharged  me  earlier  today.  ’ ’ 
“Are  you  waiting  for  your  ride?” 

“I  don’t  have  one.” 

“Can  you  call  someone?” 

“My  family  doesn’t  have  a phone.” 

“What  about  a taxi?” 

“I  have  no  money  to  call  one.” 


Sensing  an  impasse,  I asked  how  she  was  feeling. 
“I  still  have  some  pain  but  I have  a prescription.” 

Not  my  patient.  Quickest  response  is  to  have  the 
nurse  call  the  House  Officer.  Doesn’t  seem  to  be 
the  right  decision.  Considering  the  alternatives,  I 
remembered  some  medications  in  my  desk  in  an- 
other building.  Dare  I treat?  Not  my  patient.  No 
knowledge  of  allergies,  past  medical  history,  etc. 
Legally  very  precarious.  No  ground  to  stand  on. 

“Excuse  me.  I’ll  be  back  in  a minute.”  As  usual, 
no  pocket  cash.  In  the  same  desk  with  the  drugs,  a 
check.  Twenty  dollars. 

Her  eyes  and  voice  expressed  deep  gratitude.  Fol- 
lowup — none. 

Dare  I treat?  Yes. 

How?  By  something  not  limited  by  medical/legal 
constraints  — Compassion.  (In  love  do  unto  others 
as  you  would  have  them  do  unto  you.  . . . Love 
one  another  even  as  I have  loved  you.) 


(Ed.  Note:  The  commentary  above  was  submitted 
by  an  MSMA  member  physician  who  requested  an- 
onymity, with  the  statement  that  it  was  the  message, 
rather  than  the  author,  that  was  of  importance.) 


Thonk 

Sbu 


Doctor, 

Have  you  ever  looked  for  a different  way  to  say 
"Thank  You,"  "Congratulations,"  or  "Get  Well 
Soon"? 


All  of  these  messages  are  available,  along  with 
memorial  tributes,  in  greeting  cards  from  the 
MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 
or  colleague. 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 
MSMA  Auxiliary,  or  Kathy  Carmichael,  106 
Colonial  Place,  Hattiesburg,  MS  39401; 
telephone  268-9642. 
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MEDICAL  ORGANIZATION 


Plans  Underway  for  MSMA's 
121st  Annual  Session 

Plans  for  MSMA’s  121st  Annual  Session  are 
nearly  complete,  and  members  will  be  receiving 
more  detailed  information  in  the  weeks  to  come. 
The  Annual  Session  is  scheduled  for  May  31 -June 
4 at  the  Royal  d’Iberville  Hotel  in  Biloxi. 

The  agenda  for  the  five-day  session  includes  two 
meetings  of  the  House  of  Delegates  (Thursday  and 
Sunday),  reference  committee  hearings,  and  meet- 
ings of  medical  specialty  societies  and  alumni  or- 
ganizations. Also  on  the  calendar  of  activities  are 
the  annual  programs  of  the  Hospital  Medical  Staff 
Section  and  the  Young  Physicians  Section,  along 
with  the  Surgery  Plenary  Session  and  the  Medicine 
Plenary  Session. 

Programs  during  the  week  will  feature  a number 
of  nationally  recognized  authorities  who  will  discuss 
such  topics  as:  “M.D.  Rights  and  Duties  Under  the 
Health  Care  Quality  Improvement  Act”;  “Current 
Legal  Issues  for  the  Hospital  Medical  Staff”;  “Hos- 
pital Medical  Ethics  Committees”;  “Guidelines  for 
Medical  Practice”;  and  “The  Physician  Payment 
Review/Harvard  Resource-Based  Relative  Value 
Study.” 

Scientific  programs  will  offer  CME  credits  in  these 
areas  of  study:  “Post-Op  Pain  Management,” 
“Trauma  Helicopters:  Use  and  Abuse,”  “Use  of 
MRI  in  Surgical  Evaluation,”  “Office  Management 
of  Bums,”  “Arthroscopy:  Early  Management,” 
“Epidemiology  of  Tick-Borne  Diseases,”  “Lyme 
Disease,”  “ER  Management  of  the  Acutely  Dis- 
turbed and  Agitated  Psychotic  Patient,”  and  “Gall- 
stone Lithotripsy.” 

As  in  past  years,  the  Annual  Session  will  also 
feature  technical  and  scientific  exhibits,  a meeting 
of  the  Mississippi  Foundation  for  Medical  Care,  and 
the  annual  session  of  the  MSMA  Auxiliary. 

Members  will  soon  receive  reservation  cards,  and 
are  urged  to  make  plans  now  to  attend.  More  in- 
formation will  be  published  in  future  issues  of  the 
Journal  MSMA  and  the  “MSMA  Report.” 

Funeral  Services  Held 
For  Dr.  Everett  Crawford 

Funeral  services  were  held  January  31  at  Tyler- 
town  Baptist  Church  for  MSMA  Past  President  Ev- 
erett H.  Crawford,  Sr.,  M.D.,  who  died  January  29 
of  a stroke. 


Dr.  Crawford,  a Tylertown  native,  received  his 
B.S.  degree  from  Mississippi  College  in  1932  and 
a Master’s  degree  from  the  University  of  Tennessee 
Medical  School  in  1936.  He  interned  at  John  Gaston 
Hospital  in  Memphis. 

After  serving  as  a Navy  doctor  in  the  Pacific 
during  World  War  II,  he  completed  fellowships  in 
surgery  at  Tulane  Medical  Center  and  Oschner’s 
Foundation  Clinic  in  New  Orleans.  He  returned  to 
Tylertown  in  1948  to  join  his  father  and  two  brothers 
in  medical  practice. 

In  addition  to  serving  as  president  of  the  MSMA, 
Dr.  Crawford  was  a member  and  past  chairman  of 
the  MSMA  board  of  tmstees.  He  was  a member 
and  past  president  of  the  South  Central  Medical 
Society  as  well  as  member  and  councilman  of  the 
Southern  Medical  Association.  He  also  was  a mem- 
ber of  the  American  Medical  Association. 

He  was  a member  of  the  Tylertown  Baptist 
Church,  was  a Mason  and  Shriner,  and  served  sev- 
eral terms  as  trustee  for  the  Walthall  County  School 
Board  and  the  Tylertown  School  Board. 

In  1977  Dr.  Crawford  received  the  Service  to 
Humanity  Award  presented  by  Mississippi  College 
in  recognition  of  his  accomplishments  in  the  field 
of  medicine  and  his  contributions  to  his  community. 

He  is  survived  by  his  wife,  Frances;  two  daugh- 
ters, Jane  Ard  of  Tylertown  and  Anne  Howell  of 
Atlanta;  and  a son.  Dr.  E.  Howell  Crawford,  Jr.  of 
Hattiesburg.  Other  survivors  include  a sister,  Dor- 
othy Lott  of  Tylertown;  brothers.  Dr.  Walter  W. 
Crawford  and  Dr.  Ben  L.  Crawford,  II,  both  of 
Tylertown;  and  five  grandchildren. 

State  to  Honor 
Dr.  Arthur  Guyton 

The  world’s  three  leading  experts  on  high  blood 
pressure  will  speak  in  Jackson  August  25  to  honor 
the  Mississippian  whose  life  work  has  been  a study 
of  the  cardiovascular  dynamics  which  control  blood 
pressure. 

Dr.  Arthur  C.  Guy- 
ton, chairman  of  physi- 
ology and  biophysics  at 
the  University  of  Mis- 
sissippi Medical  Center, 
has  made  fundamental 
discoveries  about  the 
cardiovascular  system 
which  have  greatly  in- 
creased our  understand- 
ing of  high  blood  pres- 
sure. 
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GUYTON  TRIBUTE/Continued 

Guest  speakers  at  the  1:30  p.m.  symposium  Jack- 
son  Municipal  Auditorium  — part  of  Arthur  Guyton 
Day  — will  be  Dr.  Edgar  Haber,  professor  of  med- 
icine at  Harvard  and  head  of  the  cardiac  unit  at 
Massachusetts  General  Hospital;  Dr.  John  Laragh, 
professor  of  medicine  at  Cornell  University  Medical 
Center;  and  Dr.  Norman  Kaplan,  professor  of  Med- 
icine at  Southwestern  Medical  Center  in  Dallas. 

The  public  is  invited  to  both  the  symposium  and 
a reception  — also  at  city  auditorium  — for  Dr. 
Guyton  and  his  family  which  will  immediately  fol- 
low the  scientific  lectures. 

An  1 1 -member  executive  committee,  chaired  by 
retired  Morton  businessman  Jack  Stuart,  is  in  charge 
of  planning  the  event.  Other  members  include  James 
Campbell,  chairman  of  the  board  of  Mississippi 
School  Supply;  Dr.  Wallace  Conerly,  UMC  assist- 
ant vice  chancellor;  Bob  Gordon,  associate  editor 
of  the  Clarion-Ledger,  Jackson  Daily  News;  George 
Hewes,  partner  in  the  law  firm  of  Brunini,  Gran- 
tham, Grower  and  Hewes;  Alvis  Hunt,  president  of 
Trustmark  National  Bank;  Dr.  Harvey  Johnston, 
Jackson  surgeon;  Howard  McMillan,  president  of 
Deposit  Guaranty  National  Bank;  J.  C.  Redd,  foun- 
der of  Redd  Pest  Control;  J.  W.  (Bill)  Underwood, 
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chairman  of  the  board  of  J.  W.  Underwood,  Inc., 
and  Dr.  James  L.  Royals,  retired  Jackson  physician. 

Committee  chairman  Stuart  said,  “Dr.  Guyton  is 
certainly  one  of  our  most  outstanding  Mississippi- 
ans,  and  his  family  may  be  our  state’s  most  out- 
standing family.  As  he  nears  retirement,  we  thought 
it  only  fitting  that  the  community  come  together  to 
show  its  deep  respect  and  gratitude  for  his  many 
contributions.” 

Dr.  Guyton  is  a native  of  Oxford,  the  son  of  Dr. 
Billy  S.  Guyton,  dean  of  the  medical  school  on  the 
Oxford  campus  from  1936-1943.  He  graduated  from 
Ole  Miss  with  special  distinction  in  1939  and  went 
on  to  medical  school  at  Harvard.  His  postgraduate 
training  in  cardiac  surgery  was  interrupted  twice  — 
once  by  a call  to  serve  in  the  US  Navy  and  again 
when  he  contracted  paralytic  polio. 

After  a period  of  convalescence,  he  returned  to 
Oxford  and  the  University  faculty  in  1947.  He  be- 
came chairman  of  the  physiology  department  in  1948 
and  played  a leading  role  in  establishing  and  plan- 
ning the  University  of  Mississippi  Medical  Center 
which  opened  in  1955. 

UMC  vice  chancellor  Dr.  Norman  Nelson  said, 
“His  tenure  at  the  Medical  Center  has  been  marked 
by  a sincere  commitment  to  the  orderly  growth  of 
the  institution,  an  abiding  concern  for  students,  and 
enough  scientific  accomplishments  for  10  gifted  in- 
dividuals. He  has  also  personally  taught  every  med- 
ical student  who  graduated  from  the  Medical  Cen- 
ter.” 

Dr.  Guyton’s  most  famous  work.  Textbook  of 
Medical  Physiology,  is  used  by  more  students 
worldwide  than  any  other  textbook.  He  has  received 
many  awards  for  research  done  in  his  department, 
the  most  recent  of  which  was  in  1988:  the  William 
Harvey  Award  for  hypertension  research  from  the 
American  Society  for  Hypertension. 

Dr.  and  Mrs.  Guyton,  the  former  Ruth  Alice  Wei- 
gle,  are  the  parents  of  10  children,  all  of  whom  had 
college  careers  of  academic  excellence  and  all  of 
whom  are  physicians  except  the  youngest,  Greg, 
who  is  in  pre-med  at  Vanderbilt  University. 

Carroll  Brinson,  the  Jackson  author  of  Jackson, 
A Special  Kind  of  Place,  and  a biographer  of  other 
noted  Mississippians,  will  write  a commemorative 
book  on  Dr.  Guyton,  his  family,  and  the  events  of 
August  25. 

More  information  about  Arthur  Guyton  Day  is 
available  from  the  office  of  the  Arthur  C.  Guyton 
Day,  Inc.,  P.O.  Box  55562,  Jackson,  Mississippi 
39296  or  by  phone,  353-1200.  The  office,  in  Suite 
234  at  the  Holiday  Inn  Medical  Center,  will  be  open 
from  noon-6  p.m.  weekdays  through  September. 
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Reasons  Why  You  Should 
Go  to  Biloxi* 


1.  You  Cun  Make  Your  Voice  Heard.  The  MSMA  Annual  Session  is  an  opportunity 
to  participate  in  your  association’s  policy-making  activities.  Express  your  views  at  reference 
committee  hearings.  Participate  in  the  representative  process  in  the  House  of  Delegates. 


2.  Get  Information  About  Factors  Affecting  Your  Practice.  Hear  outstanding 
speakers  discuss  topics  of  interest  to  you.  Listen  to  their  suggestions  about  dealing  with  issues. 
Find  out  what’s  being  done  in  your  behalf.  Here  are  a few  topics  you  can  expect  this  year: 

— “MD  Rights  and  Duties  Under  the  Health  Care  Quality  Improvement  Act” 

— ‘‘Current  Legal  Issues  for  the  Hospital  Medical  Staff” 

— ‘‘Hospital  Medical  Ethics  Committees” 

— ‘‘The  Vermont  Variations  on  Medical  Practice  Project” 

— ‘‘The  Physician  Payment  Review/Harvard  Resource  Based  Relative  Value  Study” 

3.  Obtain  CME  Credit.  Scientific  programming  and  exhibits  will  provide  updates  in  these 
areas  and  more: 

— ‘‘Epidemiology  of  Tick-Borne  Diseases” 

— ‘‘Lyme  Disease” 

— ‘‘E.R.  Management  of  the  Acutely  Disturbed  Psychotic  Patient” 

— ‘‘Gallstone  Lithotripsy” 

— ‘‘Trauma  Helicopter:  Use  or  Abuse?” 

— ‘‘Post-Op  Pain  Management” 

— ‘‘Use  of  MRI  in  Surgical  Evaluation” 

— ‘‘Office  Management  of  Bums” 

— ‘‘Current  Concepts  in  Arthroscopy” 

4.  Join  Your  Colleagues  ...  for  medical  alumni  reunions  and  specialty  society  meetings. 

5.  Your  Family  Will  Enjoy  the  Special  Events.  The  program  includes  tennis,  golf, 
deep-sea  fishing,  and  other  special  activities,  including  opportunities  to  enjoy  the  sun,  fun,  and 
atmosphere  of  the  Gulf  Coast. 


*For  MSMA’s  121st  Annual  Session,  May  31-June  4,  at  the 

Royal  d’Iberville  Hotel. 


MARCH  1989 


89 


POSTGRADUATE 

CALENDAR 


March 

Role  of  Nutrition  in  High  Performance 
Living 
March  31 

University  Medical  Center 

Neurology  Spring  Symposium 

March  31 -April  1 

Ramada  Renaissance  Hotel,  Jackson 
April 

P.A.L.S.  Provider  Course 
April  6-7 

University  Medical  Center 

Ophthalmic  Spring  Meeting 

April  8 

Ramada  Renaissance  Hotel,  Jackson 

Renal  Update 
April  21-22 
Ramada  Inn  Coliseum 

For  more  information  or  a program  brochure, 
contact  the  University  of  Mississippi  Medical  Cen- 
ter Division  of  Continuing  Health  Professional  Ed- 
ucation, 2500  North  State  Street,  Jackson,  Missis- 
sippi 39216-4505;  or  call  (601)  984-1300. 


Review  A Book 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Disease  and  Distinctiveness  in  the  American  South. 
Todd  L.  Savitt  and  James  Harvey  Young.  Univer- 
sity of  Tennessee  Press,  1988. 

Medical  Mavericks,  Volume  1.  Hugh  D.  Riordan, 
M.D.,  Witchita,  Kansas:  The  Olive  W.  Garvey 
Center,  1988. 


( ARAFATE* 

^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  suaalfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recun’ent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (suaalfate)  with  tetracydine,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  dinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
dmg-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  howevec  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
dearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  daig  is  exaeted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exerdsed  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  suaalfate  in  dinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however;  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assodated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antadds  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  suaalfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  FSks  of  KX)  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 . Eliakim  K Ophir  M,  Rachmilewitz  D:  J Oin  Gastroenfero/ 1987;9(4):395-399. 
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Cara£ate®  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  y therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


0 


ARAFATE 

sucralfate/Marion 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  Sc  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surger^ 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase’’;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons-The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty;  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  1 worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll^ree  1-800-USAARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 


Name 


Specialty 


Address 


Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


ii 


Mail  to: 

The  National  Heart,  Lung.  ^ 
and  Blood  Institute  ^ 

Smoking  Education  Program 
National  Institutes  of  Health 
Building  31.  Room  4A  18 
Department  P-23 
Bethesda,  MD  20892 


City 


PERSONALS 


ViNOD  An  AND  of  UMC  gave  a presentation  at  the 
Annual  Conference  of  Otolaryngologists  of  India  in 
Mysore,  India. 

Ted  Blanton  of  Jackson  spoke  on  AIDS  at  First 
United  Methodist  Church  in  Brookhaven. 

Howard  Cheek  of  Jackson  has  been  elected  to  the 
board  of  River  Oaks  Hospital. 

Wallace  Conerly  was  a site  visitor  for  the  Joint 
Review  Committee  for  Respiratory  Therapy  Edu- 
cation at  Central  Piedmont  Community  College  in 
Charlotte,  North  Carolina. 

Ralph  Daniel,  III  of  Jackson  presented  a seminar 
on  nail  disorders  for  the  Department  of  Dermatology 
at  Tulane  University. 

SuMAN  Das  of  UMC  attended  a program  directors 
meeting  of  Plastic  and  Reconstructive  Surgeons  in 
St.  Louis,  Missouri. 


Owen  Evans  of  UMC  gave  pediatric  grand  rounds 
at  Vanderbilt  University  in  Nashville. 

Carl  Evers  of  UMC  has  been  elected  to  the  ex- 
ecutive committee  of  Gynecologic  Oncology  Group. 

William  R.  Fellows  of  Biloxi  has  been  named 
director  of  CPC  Sand  Hill  Hospital’s  Chemical  De- 
pendency Program. 

Jeffrey  Foss  of  Biloxi  has  been  certified  as  a dip- 
lomate  of  the  American  Board  of  Internal  Medicine. 

Howard  Freeman  of  Jackson  was  guest  speaker 
for  a program  on  anxiety  sponsored  by  Charter 
Counseling  Center  of  Vicksburg. 

Walter  C.  Gough  of  Drew  has  been  named  a 
member  of  The  Luke  Society,  Inc. , an  international 
organization  of  Christian  physicians,  dentists  and 
nurses. 

Armin  Haerer  of  UMC  was  examiner  for  the 
American  Board  of  Psychiatry  and  Neurology  in 
Chicago. 


TOIRO 

INFIRMARY 

CENTER  FOR  CHRONIC  PAIN 
AND  DISABILITY  REHABILITATION 

• Comprehensive  combined  evaluation  • Multi-specialty  team  selection  of 

and  treatment  consultants 

• 4 to  5 week  inpatient  program  • Weekly  reports  and  conferences 

Rehab/medication/emotional  management  • Physical  capacity  and  work  evaluation 

• Preadmission  reviewand  interview  of  all  cases  • Physican  referrals 

• Accredited  by  the  Commission  on  *11  years  Mew  Orleans  experience  with 

Accreditation  of  Rehabilitation  Facilities  1,400  patients 

Referrals/Info  R.H.  Morse,  M.D. 

Jackie  Chauvet  (504)  897-8404  Medical  Director 
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Harper  Hellems  of  UMC  received  the  Founder’s 
Medal  from  the  Southern  Society  for  Clinical  In- 
vestigation. The  award  is  presented  annually  to  phy- 
sicians who  have  made  landmark  contributions  in 
their  fields  of  endeavor. 

G.  Eli  Howell,  II  of  Hattiesburg  attended  the  Fifth 
Annual  Breast  Surgery  Symposium  of  the  South- 
eastern Society  of  Plastic  and  Reconstructive  Sur- 
geons and  the  Plastic  Surgery  Educational  Foun- 
dation. 

Robert  P.  Mathis  of  Tupelo  has  been  certified  as 
a diplomate  of  the  American  Board  of  Surgery. 

S.  H.  McDonnieal,  Jr.  of  Jackson  announces  his 
retirement  from  the  practice  of  internal  medicine 
and  the  transfer  of  his  practice  to  G.  B.  De- 
Lashment,  Jr. 

Glenn  Morris  of  Jackson  has  been  elected  to  the 
board  of  River  Oaks  Hospital. 

John  Morrison  of  UMC  spoke  to  the  Roanoke 
(Virginia)  Ob-Gyn  Society. 

Charles  J.  Parkman  of  Hattiesburg  spoke  at  the 
Tri-State  Consecutive  Case  Conference  in  Biloxi. 

Nicholas  Quinif  of  Greenville  recently  was  named 
1988  Doctor  of  the  Year  by  the  Mainstream  Chapter 
of  the  Mississippi  Society  of  Medical  Assistants. 

Seshadri  Raju  of  UMC  spoke  on  organ  transplan- 
tation at  Tougaloo  College  and  presented  a paper 
at  a meeting  in  Key  West  of  the  Southern  Associ- 
ation for  Vascular  Surgery. 

Robert  Rhodes  of  UMC  presented  grand  rounds 
at  the  University  of  Medicine  and  Dentistry  of  New 
Jersey  and  also  spoke  at  a meeting  of  the  Wilkinson- 
Amite  County  Medical  Society  in  Centreville. 

G.  T.  Sheffield  of  Biloxi  was  honored  at  a recep- 
tion in  honor  of  his  96th  birthday  at  First  Baptist 
Church  in  Gulfport. 

David  Steckler  of  Natchez  spoke  on  AIDS  at  the 
annual  meeting  of  the  Miss-Lou  Mental  Health  As- 
sociation. 

Thomas  C.  Strong  has  associated  with  Gamble 
Brothers  and  Archer  Clinic  in  Greenville,  for  the 
practice  of  general  surgery. 

David  Thomas  of  UMC  presented  a program  on 
geriatrics  in  Corinth. 


Plez  Tinsley  of  Meridian  has  been  appointed  clin- 
ical assistant  professor  in  surgery  at  the  University 
of  Texas  Health  Science  Center  in  San  Antonio. 

W.  Lamar  Weems  of  UMC  served  as  a panel  mem- 
ber for  the  National  Library  of  Medicine’s  Planning 
Panel  on  Outreach  Programs  in  Bethesda,  Mary- 
land. 


DEATHS 


Leist,  Steve  Charles,  Lyon.  Bom  Vicksburg,  MS, 
Aug.  18,  1921;  M.D.,  University  of  Tennessee 
School  of  Medicine,  Memphis,  1953;  interned 
Methodist  Hospital,  Memphis,  one  year;  died  Jan- 
uary 4,  1989,  age  67. 
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Introducing  a new  company 
with  an  arr^  of  services 
for  pl^sicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
sen/ices  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


Blackston,  Joseph  Walker,  Oxford.  Bom  Green- 
ville, SC,  Sept.  2,  1959;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1986;  in- 
terned one  year.  Baptist  Memorial  Hospital, 
Memphis;  elected  by  North  Mississippi  Medical  So- 
ciety. 

Blanks,  Thomas  Simmons,  Gulfport.  Bom  Mag- 
nolia, MS,  May  20,  1954;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1979;  in- 
terned and  medicine  residency,  Baylor  University 
Medical  Center,  Dallas,  1979-82;  elected  by  Coast 
Counties  Medical  Society. 

Carr,  Martha  Ann,  Biloxi.  Bom  Roanoke,  VA, 
April  1,  1954;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1980;  interned,  medicine 
residency  and  cardiology  fellowship,  Tulane  Hos- 
pital, New  Orleans,  1980-87;  elected  by  Coast 
Counties  Medical  Society. 

Compton,  David  Alan,  Liberty.  Bom  Glasgow, 
KY,  Feb.  16,  1947;  M.D.,  University  of  Kentucky 


College  of  Medicine,  Lexington,  1980;  interned  and 
family  practice  residency.  Trover  Clinic,  Madison- 
ville,  KY,  1980-84;  elected  by  Amite-Wilkinson 
Co.  Medical  Society. 

Cooper,  John  Ross,  Greenwood.  Bom  St.  Louis, 
MO,  Oct.  19,  1942;  M.D.,  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  1967;  interned,  di- 
agnostic radiology  residency  and  cardiovascular  ra- 
diology fellowship.  University  of  Oregon,  Portland, 
1967-68  and  1971-74;  elected  by  Delta  Medical  So- 
ciety. 

Crawford,  Everett  H.,  Jr.,  Hattiesburg.  Bom 
Tylertown,  MS,  Jan.  1,  1957;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1983;  in- 
terned, medicine  residency,  and  gastroenterology 
fellowship.  University  Medical  Center,  Jackson, 
1983-88;  elected  by  South  Mississippi  Medical  So- 
ciety. 

Crawford,  Virginia  Momir,  Hattiesburg.  Bom 
Jackson,  MS,  June  5,  1958;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1983;  in- 
terned and  medicine  residency.  University  Medical 
Center,  Jackson,  1983-86;  elected  by  South  Mis- 
sissippi Medical  Society. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board  eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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NEW  MEMBERS/Continued 


DeNaples,  Mark  Anthony,  Columbus.  Bom  At- 
lantic City,  NJ,  March  22,  1936;  M.D.,  Jefferson 
Medical  College  of  Thomas  Jefferson  University, 
Philadelphia,  PA,  1962;  interned  and  1-year  surgery 
residency,  Lankenay  Hospital,  Philadelphia,  PA; 
neurological  surgery  residence.  University  of  Vir- 
ginia Hospital,  Charlottesville,  1966-70;  elected  by 
Prairie  Medical  Society. 

Farina,  Joseph  William,  Hattiesburg.  Bom  Read- 
ing, PA,  May  17,  1954;  M.D.,  University  of  South 
Alabama  College  of  Medicine,  Mobile,  1984;  in- 
terned and  neurology  residency,  same,  1984-88; 
elected  by  South  Mississippi  Medical  Society. 

Fokakis,  Arthur,  N.,  Hattiesburg.  Bom  Hatties- 
burg, MS,  Aug.  21,  1946;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1979;  in- 
terned and  medicine  residency,  Keesler  AFB,  MS, 
1979-82;  allergy-immunology  fellowship  Wilford 
Hall  USAF,  Texas,  1982-84;  elected  by  South  Mis- 
sissippi Medical  Society. 

Fry,  Matthew  G.,  Hattiesburg.  Bom  Houston,  TX, 
Jan.  10,  1957;  M.D.,  University  of  Texas  Medical 
School,  San  Antonio,  1982;  interned  and  urology 
residency,  Louisiana  State  University  Medical  Cen- 
ter, Shreveport,  1982-88;  elected  by  South  Missis- 
sippi Medical  Society. 

Grant,  Frederick  Y.,  Meridian.  Bom  Meridian, 
MS,  July  4,  1953;  M.D.,  University  of  South  Al- 
abama School  of  Medicine,  Mobile,  1979;  interned 
one  year,  Dmid  City,  AL;  ob-gyn  residency,  Car- 
raway  Methodist  Hospital,  Birmingham,  AL,  1981- 
84;  elected  by  East  Mississippi  Medical  Society. 

Griswold,  John  Anthony,  Jackson.  Bom  Casper, 
WY,  Jan.  15,  1955;  M.D.,  Creighton  University 
School  of  Medicine,  Omaha,  NE,  1981;  interned 
and  surgery  residency,  Texas  Tech  Health  Science 
Center,  Lubbock,  1981-86;  bum  fellowship.  Uni- 
versity of  Washington,  Seattle,  1986-88;  elected  by 
Central  Medical  Society. 


Harris,  David  Asher,  Biloxi.  Bom  New  Ro- 
chelle, NY,  July  17,  1956;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1982;  in- 
terned and  anesthesiology  residency,  same,  1982- 
85;  elected  by  Coast  Counties  Medical  Society. 

Humble,  Robert  Lee,  Vicksburg.  Bom  Monroe, 
LA,  Aug.  11,  1955;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  Shreveport,  1982;  in- 
terned and  urology  residency,  same,  1982-88;  elected 
by  West  Mississippi  Medical  Society. 

Kronfol,  N.O.,  Greenville.  Bom  Beimt,  Leba- 
non, July  29,  1950;  M.D.,  American  University  of 
Beimt  Medical  School,  Lebanon,  1975;  interned 
and  medicine  residency,  same,  1974-77;  renal  fel- 
lowship, Richmond,  VA,  1977-80;  elected  by  Delta 
Medical  Society. 

Mahaffey,  Earl  Leslie,  Jackson.  Bom  Jackson, 
MS,  Oct.  15,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1984;  interned  and 
family  medicine  residency,  same,  1984-87;  elected 
by  Central  Medical  Society. 

Reed,  Eldon  S.,  Jackson.  Bom  Guthrie  Center, 
lA,  April  11,  1938;  M.D.,  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City;  interned  one  year. 
Good  Samaritan  Hospital,  Phoenix,  AZ;  anesthe- 
siology residency.  University  of  Iowa,  Iowa  City, 
19967-69;  elected  by  Central  Medical  Society. 

Robinson,  Samuel  P.,  Gulfport.  Bom  Shreveport, 
LA,  Aug.  10,  1951;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1976;  interned  and  one 
year  surgery  residency,  Maricopa  County  General 
Hospital,  Phoenix,  AZ,  1976-78;  otolarynology  res- 
idency, Tulane  Hospitals,  New  Orleans,  LA,  1978- 
81;  elected  by  Coast  Counties  Medical  Society. 

Undesser,  Cynthia  L.,  Brandon.  Bom  Texas,  Nov. 
7,  1951;  M.D.,  University  of  Texas  School  of  Med- 
icine, Galveston,  1983;  interned  and  psychiatry  res- 
idency, University  of  Texas,  San  Antonio,  1983- 
88;  elected  by  Central  Medical  Society. 

Waterer,  Rebecca  J.,  Whitfield.  Bom  Amory, 
MS,  Jan.  27,  1959;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1985;  interned  and 
medicine  residency,  same,  1985-88;  elected  by  Cen- 
tral Medical  Society. 


March  30  — Doctor's  Day 
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Miracles 


in  the  Art  of  Healing 


Leonardo  da  Vinci  was  an  artist,  an 
engineer,  an  architect,  and  an  innovator 
in  science  and  medicine.  Creating  his 
own  methods  of  dissection  and  research, 
Leonardo  developed  an  understanding 
of  human  anatomy  and  the  cardiovascu- 
lar system  which  remained  unequalled 
for  at  least  two  centuries  after  his  death 
in  1519. 

In  the  tradition  of  Leonardo  da  Vinci 
and  the  medical  scientists  who  have 
followed  him,  St.  Dominic  Hospital 
announces  two  new  techniques  in  the 
treatment  of  cardiovascular  disease. 


AttwroutfroM  ^ 


Arterial 


Laser  angioplasty  is  a low-risk, 
non-surgical  procedure  which 
"vaporizes"  arterial  blockages 
in  the  limbs.  Generally  per- 
formed under  a local  anes- 
thetic, it  requires  only  a few 
days  in  the  hospital  and  costs 
much  less  than  a standard 
bypass  operation. 


TPA  (Tissue  Plasminogen 
Activator)  and  other  clot- 
dissolving drugs  eliminate 
blood  clots  during  the  early 
stage  of  a heart  attack.  They 
assist  the  body's  own  clot- 
dissolving mechanism  to  help 
reduce  heart  damage  and 
increase  the  patient's  probability  of 
survival. 


Mississippi  Cardiovascular  Connection 
is  an  outreach  program  of  St.  Dominic 
Hospital  which  provides  community 
hospitals  in  Mississippi  with  the  newest 
developments  in  the  treatment  of 
cardiovascular  disease.  Laser  angioplasty 
and  TPA  along  with  coronary  and 
peripheral  balloon  angioplasty,  heart 
catheterization,  and  open  heart  surgery, 
are  a few  of  the  many  effective  weapons 
used  at  St.  Dominic  Hospital  to  fight 
America's  number  one  killer,  cardiovas- 
cular disease.  And  through  this  broad 
cooperative  network  of  Mississippi 
hospitals,  physicians,  and  health  care 
professionals,  St.  Dominic  is  extending 
these  lifesaving  technologies  throughout 
the  state. 


I— ■< 


The  Mississippi  Heart  Institute 
at 

St.  Dominic  Hospital 
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RECOLLECTIONS 


Twenty  years  ago,  the  Journal’s  pages  included 
articles  on  several  health  and  medical  care  issues 
of  growing  importance  throughout  the  nation.  In- 
terestingly, these  articles  (on  tobacco  use,  abortion 
reform,  emerging  medical  technology,  and  the 
growing  volume  of  paperwork  in  medical  care) 
served  as  predictors  of  issues  that  the  nation  would 
still  be  grappling  with  today. 

In  that  March  1969  issue,  there  was  a report  of 
an  organization  carrying  the  deceptively  passive  ac- 
ronym ASH  (Action  on  Smoking  and  Health)  that 
had  begun  vigorously  miltant  efforts  to  battle  to- 
bacco use  in  the  United  States.  Sponsored  by  some 
30  physicians,  attorneys,  scientists  and  educators, 
ASH  was  taking  up  as  its  primary  weapon  the  law- 
suit. The  group’s  announced  intention  was  to  use 
lawsuits  for  the  purposes  of:  helping  those  who 
claimed  damage  from  smoking  to  receive  compen- 
sation; forcing  tobacco  manufacturers  to  pay  the  bill 
in  court  judgments;  and  requiring  cigarette  makers 
to  warn  the  public  of  the  dangers  of  smoking.  ASH 


was  headed  by  an  attorney  who  had  already  achieved 
significant  success  in  this  area,  when  in  1967  his 
complaint  resulted  in  the  FCC  ruling  that  broad- 
casters of  cigarette  advertisements  must  furnish 
“equal  time’’  without  charge  to  responsible  groups 
with  a case  to  make  against  smoking.  He  described 
efforts  to  move  beyond  the  courts  and  the  FCC  to 
enlist  help  from  other  executive  agencies,  including 
requesting  the  FDA’s  Bureau  of  Narcotics  and  Dan- 
gerous Drugs  to  hold  hearings  and  explore  the  sub- 
stantial body  of  evidence  pointing  toward  smoking’s 
addictive  nature. 

An  editorial  describing  the  growing  problem  of 
paperwork  associated  with  health  insurance  and 
government-sponsored  medical  care  programs  pre- 
dicted computer-assisted  solutions  to  the  problem, 
including  teleprocessing  techniques  involving  phone 
lines.  The  editorial  pointed  out  the  need  for  phy- 
sicians to  “maintain  their  voices  in  the  socioeco- 
nomic affairs  of  their  profession,’’  in  order  to  de- 
velop solutions  that  would  preserve  the  patient- 
physician  relationship. 

Abortion  reform  was  an  issue  that  was  being  hotly 
debated  in  legislatures  across  the  nation,  and  the 
March  1969  editorial  pages  reminded  that  “abortion 

(Continued  on  page  102) 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  18-22, 
1989,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  XL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  121st  Annual  Session, 
May  31-June  4,  1989,  Biloxi.  Charles  L.  Mathews,  Exec- 
utive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson 
39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
Aug.  2-6,  1989,  Gulf  Shores,  AL.  Mrs.  Alyce  Palmore, 
Executive  Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dde,  Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred  G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr., 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  W.  A.  Spencer,  Secy.,  2161  South  La- 
mar, Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs’’  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  con- 
cerning CME  programs  for  physicians  offered  by  these  ac- 
credited sources  may  be  obtained  by  writing  the  Director, 
Continuing  Medical  Education,  at  the  individual  institution  or 
organization. 


Council  on  Scientific  Assembly 
Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  State  Street 
Jaekson,  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
BUoxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi,  MS  39533 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
P.O.  Box  112 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood,  MS  38930 

Gul^rt  Memorial  Hospital 
4500  13th  Street 
Gulfport,  MS  39501 

Oxford-Lafayette  County  Hospital 
P.O.  Box  946 
Oxford,  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson,  MS  39216 

Delta  Medical  Center 
P.O.  Box  5247 
Crossroads  Station 
Greenville,  MS  39704-5247 


Jeff  Anderson  Regional  Medical  Center  Methodist  Hospital 
2124  14th  St.  P.O,  Box  1311 

Meridian,  MS  39301  Hattiesburg,  MS  39401 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medians,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  VVe  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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Where  do  physicians  turn 
for  financial  services? 


AMA  Advisers,  Inc. . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Specializing  in  serving  AMA  members  and  their  families,  AMA  Advisers, 
Inc.  offers  you  a complete  menu  of  investment  opportunities  tailored 
to  meet  your  individual  needs.  From  conservative  money  market  mutual 
funds  to  aggressive  growth  mutual  funds.  From  annuities  to  certificates 
of  deposit  and  an  impressive  array  of  retirement  plans. 

AMA  Money  Fund . . . 

Offering  you  both  safety  and  liquidity 

• High  Current  Money  Market  Rates— The  Fund  pays  dividends 
daily.  . . so  your  investment  grows  daily! 

• Liquidity — free  checkwriting  and  telephone  redemption 
privileges. 

• Safety— The  AMA  Money  Fund  invests  in  only  the 

highest  quality  money  marketing  obligations 
and  seeks  to  maintain  a constant  $1  per  share 
net  asset  value. 

• No  sales  charge — 100%  of  your  investment  is 
put  to  work  immediately.  The  fund  uses  a 
12b-l  plan  of  distribution. 


□ YES!  I want  to  earn  high  current  money 
market  rates  while  enjoying  the  safety  and 
liquidity  of  the  AMA  Money  Fund. 

Please  send  me  more  complete  information, 
including  charges  and  expenses,  and  a free 
prospectus.  I will  read  the  prospectus 
carefully  before  Investing. 


□ I also  want  to  save  money  on  next  year’s  taxes. 
Send  me  the  1989  edition  of  the  compact,  easy-to- 
use  Arthur  Young’s  Pocket  Tax  Highlights — FREE! 
Name; 


More  and  more  physicians  are  turning  to  AMA  Advisers,  Inc.  for  invest- 
ment expertise.  For  good  reasons. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all 
your  investment  and  retirement  plan  needs. 

Send  the  coupon  today  or. . .Call  toll-free 

1-800-262-3863! 

and  get  the  1989  Arthur  Young 
Pocket  Tax  Guide  Free! 


City: 

Phone:  ( L 

Best  time  to  call: 


State Zip 


Mail  this  coupon  to: 
The  AMA  Group 
P.O.  Box  1923 
West  Chester, 

PA  19380-1923 


AMA  ADVISERS.  INC 
The  Financial  Services  and  Invesimcm 
Counseling  Organization  Owned  by  the 
American  Medical  Association 

Established  in  1966 


MFMF03 
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RECOLLECTIONS/fConfmMerf  from  page  98) 
is  a subject  of  medical  interest  where  physicians 
possess  an  acute  awareness  of  the  accompanying 
nonmedical  overtones.” 

The  emergence  of  medical  technological  ad- 
vances prompted  a representative  of  the  National 
Institutes  of  Health  to  offer  predictions  for  medicine 
in  the  1970’s.  He  believed  that  skilled  surgical  teams 
would  continue  to  astound  the  nation  in  organ  trans- 
plantation, and  in  view  of  problems  such  as  avail- 
ability of  donor  organs  and  the  rejection  phenom- 
enon, he  projected  substantial  gains  in  workable 
artificial  organ  replacements.  He  anticipated  prog- 
ress in  development  of  anticancer  agents  and  great 
advances  in  radiology  with  thermography  and  ul- 
trasound. The  article  concluded  that  “since  medi- 
cine stands  always  on  the  threshold  of  discovery  in 
the  success  of  a single  investigator,”  it  is  likely  that 
the  speaker’s  estimates  might  turn  out  to  be  con- 
servative. 


DOCTOR, 


SeniorCare,  sponsored  by  the  MSMA  and  the 
Mississippi  Council  on  Aging,  needs  your  sup- 
port. 

SeniorCare  is  a voluntary  assignment  program 
for  low  income  Medicare  beneficiaries. 

If  you  haven't  replied  to  MSMA  president  Dr. 
David  Stecklefs  letter  requesting  your  support, 
please  do  so  right  away.  For  more  information, 
call  the  MSMA  headquarters  office. 


WHEN  TIME  IS  CRITICAL, 

The  medical 
information 
you  need  now 
on  demand... 
in  just  minutes 


The  most  complete  medical 
data  base. ..at  your  fingertips 

Now,  you  can  tap  into  the  largest,  most  complete 
medical  information  resource  in  the  world:  the 
National  Library  of  Medicine.  The  Friends  of  the 
NLM— a non-profit  organization— wants  you  to 
find  out  more  about  this  unique  link  to  the  world’s 
medical  knowledge.  To  do  so,  simply  use  the  coupon 
below.  \bu  owe  it  to  yourself  and  your  patients. 

“The  more  you  know, 
the  better  you  heal” 


“I 


MlIfNOS  OP  TME 


Mf.lUf 


NATIOMAl  UINART 
OF  MEDICINE 


friends  of  the  NLM 
424  C Street,  ME. 
WcsKington,  DC  20002 


□ Please  send  me  more  information  about  the 
NLM  and  the  services  it  offers. 


□ Please  enroll  me  in  the  Friends  of  the  National 


Library  of  Medicine.  My  tax-deductible  check  for 
$35.00  (membeij  or  $100.00  (sponsor)  is  enclosed. 


Name 

Address 

City State Zip. 


J 
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PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D. , 21 18  Chantilla Rd. , 
Catonsville,  Md  21228. 

Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 


PHYSICIANS  WANTED 

Radiologist  Wanted.  Share  coverage  of  group  of 
hospitals  in  eastern  part  of  Mississippi.  Straight  sal- 
ary offered.  Off  every  fifth  week.  For  more  infor- 
mation, interested  persons  contact  Faye  Sansing, 
Radiology  Business  Manager  at  601/328-8402. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Physicians  Needed  in  Mississippi  and  other  south- 
ern states.  All  specialties  needed  for  both  rural  and 
urban  locations.  Solo  and  multi-specialty  practices 
available.  For  further  information  contact  the  Lewis 
Group,  1227  N.  Valley  Mills,  Suite  200,  Waco,  TX 
76710;  phone  (817)  776-4121. 

Orthopedic  Surgeon:  New  Orleans  — Busy  four- 
man  practice  with  emphasis  in  spine  surgery  and 
reconstruction  seeking  two  orthopedic  surgeons. 
Rapid  access  to  CT,  MR,  and  thermography.  Min- 
imum emergency  or  weekend  work.  Excellent  sal- 
ary, benefits,  location.  Associated  with  small  for- 
profit  hospital.  Please  send  inquiries  and  curriculum 
vitae:  3600  Prytania  St.,  #2,  New  Orleans,  LA 
70115. 


Health  Oehcer:  The  Mississippi  State  Department 
of  Health  is  seeking  a qualified  medical  doctor  to 
serve  as  District  Health  Director  for  a ten  county 
area  surrounding  Jackson,  Mississippi.  This  posi- 
tion is  responsible  to  the  State  Health  Officer  for 
administration  of  public  health  serving  to  a popu- 
lation of  500,000.  The  district  has  an  annual  budget 
of  $12,200,000  and  265  employees.  Qualifications 
for  the  position  in  addition  to  a medical  license 
include  speciality  training  in  a primary  care  field 
and/or  an  M.P.H.  degree  and  experience  in  public 
health.  Salary  range  is  $54,850  to  $68,312  annually 
with  starting  salary  negotiable  within  range.  Send 
resume  to:  Dr.  Alfio  Rausa,  Medical  Consultant, 
Field  Services,  Mississippi  State  Department  of 
Health,  P.O.  Box  1700,  Jackson,  MS  39215-1700. 
EOE 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 
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PLACEMENT  SERVICE/Continued 

Career  Opportunity.  A moderate  size  metro  health 
center  with  a rural  satellite  clinic  is  seeking  a Med- 
ical Director  to  oversee  the  delivery  of  high  quality 
health  care  to  the  clinic’s  clients  and  community. 
The  position  will  combine  administative  responsi- 
bilities and  direct  patient  care.  Candidates  should 
be  board  certified,  eligible  to  be  licensed  to  practice 
medicine  in  Mississippi,  have  at  least  two  years 
clinical  experience,  with  experience  in  a community 
setting  preferable.  The  salary  is  competitive  and 
negotiable  depending  on  qualification.  Excellent 
fringe  package  includes  paid  educational  leave,  pen- 
sion plan,  health,  life,  disability,  and  malpractice 
insurance.  Send  resume,  three  references  and  evi- 
dence of  licensure  and  Board  Certification  to:  Greater 
Meridian  Health  Clinic,  Inc.,  Attn.:  Wilbert  L. 
Jones,  Executive  Director,  2700  Sixth  Street,  Me- 
ridian, Mississippi  39301.  Starting  date  5-1-89. 


Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 

Board  Certified/Eligible  General  Internist 
wanted  for  an  excellent  practice  opportunity  in  East 
Central  Mississippi.  Revenue  guaranty  with  inter- 
view and  relocation  expense  underwritten.  Practice 
area  offers  many  recreational  amenities  in  a family 
oriented  community.  40  bed  JCAHO  hospital  with 
multiple  health  care  programs.  Excellent  profes- 
sional environment.  Send  C.V.  to  Chief  Executive 
Officer,  H.  C.  Watkins  Memorial  Hospital,  605  S. 
Archusa  Ave.,  Quitman,  MS  39355;  (601)  776- 
6925. 

Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  c/o  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 

OB-Gyns.  Private  practice  opportunities  for  two 
Ob-Gyn  specialists  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Pediatricians.  Private  practice  opportunities  for 
two  pediatricians  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 
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Lumberton  Citizens  Hosptial,  a 23-bed  acute 
care,  city-owned  general  hospital  conveniently  lo- 
cated to  New  Orleans  and  Mississippi  Gulf  Coast, 
is  seeking  a physician.  Lumberton  Citizens  Hospital 
recently  completed  a renovation  and  new  construc- 
tion project  and  offers  state-of-the-art  diagnostic  ca- 
pabilities. Further  information  may  be  obtained  by 
contacting  Howard  F.  Beall,  Administrator,  P.  O. 
Box  193,  Lumberton,  MS  39455  or  call  collect, 
601-796-2681. 

Mississippi:  Part-time  emergency  department  op- 
portunities are  currently  available  in  a variety  of 
communities  throughout  Mississippi.  Low  to  mod- 
erate volume  emergency  departments.  Flexible 
scheduling  with  12-  and  24-hour  shifts  available. 
You  are  guaranteed  a competitive  rate  of  reimburse- 
ment and  occurrence  malpractice  insurance  is  of- 
fered. These  positions  give  you  a chance  to  sup- 
plement your  income  without  the  responsibilities  of 
private  practice.  For  complete  details  on  all  oppor- 
tunities in  Mississippi,  contact  Joan  Newberry, 
Spectrum  Emergency  Care,  P.O.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  extension  3130. 


CLASSIFIED 


1983  Midmark  All  Electric  exam  table.  Good 
Condition.  $3,500.00.  Call  601/268-5240 

2V  ST  AT  ST  AT  ST  AT  ***  Diagnostic/therapeutic 
decision  support  software,  covering  69  specialties. 
Medical  Algorithms  (flow  charts)  are  grouped  ac- 
cording to  complaint,  sign,  symptom,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Updated 
medical  knowledge  Algorithms  at  your  fingertips!!! 
Only  $5,787.00  for  complete  turnkey  system  (2V 
STAT  Software,  Knowledge  base/69  Specialties. 
AT  computer  80286/10  turbo  CPU,  80MB  HD,  EGA 
monitor  and  card,  printer  and  40MB  backup).  2V 
STAT,  2480  Windy  Hill  Road,  Suite  201 , Marietta, 
GA  30067;  (404)  956-1855. 

X-RAY  MACHINE  in  excellent  condition.  Best  offer. 
Call  (601)  328-0830. 
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You’re 

a Professional. 


You  need  Professional 
Health  Insurance 
Coverage . 


NSNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE  ◄ 
SOMETHING  THAT  WILL... 


► 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 
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EDUCATION 


Working  today  for  a healthier  tomorrow 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


z 2: 

rn  m - 
s:  -c 

m - 


-c 

o 

TO 


Z 

-c 


o 

o 

I 

C/l 

ro 

o 

-si 


Joel  O.  Geno 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Including  The  Poor:  Medicaid  Today 


121st  Annual  Session* May  31  • June  4 *Biloxi,  Mississippi 


There  is  strength  in  numbers. 

(And  our  numbers  are  growing.) 


Seated,  Left  to  Right;  Cheryl  Maxwell  ( Claims  Secretary').  Lisa  Noble  (Underwriting  Secretary),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  C.G.  “Tanny"  Sutherland  M.D.  (Medical  EHrector) 

Standing,  Left  to  Right:  C.  R.  “Bob”  Montgomery  (Gener^  Counsel),  Lisa  Stewart  (Underwriting  Secretary),  Sharon 
Thompson  (Claims  Secretary),  Craig  Brown  (Underwriting  Manager),  Joey  Grimes  (Controller),  Chuck  L^nn  (A.ssistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serve 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staflf  has  grown  fi’om 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


ansu^ers  to  your  medical  liability  insurance 
questions.  We  sen  e more  than  1800  Missis- 
sippi doctors  - pro\iding  sa\ings  and  financial 
strength  through  a program  of  sound  im  est- 
ments  and  underw  riting  guidelines.  Evety 
claim  is  rexiewed  bx’  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  xisit  our  staff  at  our  offices 
on  Rixerside  Drixe.  Let  us  shoxx’  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

street  Address:  Suite  301 

■’35  Riverside  Drive,  Jadcson,  MS 

Phone:  ibO\)  353-2000 

Mailing  Address:  RO.  Box  4915,  Jackson.  MS  39216-0915 
MS  WATS:  1-800-325-4  P2 
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James  J.  Bryan  gradu- 


ated  from  St.  Stanislaus 
in  1941  and  attended  Notre 
Dame  and  Tulane  Univer- 
sities. Today,  he  is  president 

of  Bryan  Chevrolet,  and  has  served  as  vice- 
president  of  the  St.  Stanislaus  Alumni  Association. 

St.  Stanislaus  taught  me  many  things,  but,  most  of 
all,  it  taught  me  the  importance  of  concern  and 
service  to  the  community  one  lives  in!’ 


To  the  Brothers  of  the  Sacred  Heart,  every  student  is 
a potential  leader.  And  giving  him  the  proper  example— 
spiritual,  intellectual  and  moral— is  our  mission  at 
St.  Stanislaus. 


J SAIIMT  STAIN!  I SLA  US 

BOARDING  SCHOOL  GRADES  6-12 
SUMMER  CAMP  AGES  9-14 
304  South  Beach  Blvd.,  Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSIONS -(601)  467-9057. 


St  Stanislaus 
helps  build  leaders. 


April  1989 


Dear  Doctor: 

The  AMA  has  persuaded  Medicare  to  delay  until  June  1 the  requirement  to 
use  ICD-9-GM[  (medical  diagnosis  codes)  on  all  claim  forms.  The  mandatory 
changeover  to  IGD-9-CM  coding  was  apparently  a little-known  addition  to  the 
Medicare  Catastrophic  Act  of  1989  \«irLch  has  only  recently  been  publicized 
to  Medicare  carriers  by  the  Health  Care  Financing  Administration. 

To  assist  physicians'  office  personnel  in  making  the  change, 

MSMA  and  Travelers  Medicare  have  cooperated  in  scheduling 
a series  of  workshops  about  the  coding  requirement.  The 
workshops  are  set  for  this  month. 

Medicare  has  announced  an  incentive  payment  program  for  physicians  v^o 
render  covered  services  in  Class  I or  Class  II  rural  Health  Manpower 
Shortage  areas.  Physicians  in  these  areas  will  receive  a five  percent 
bonus  payment  for  services  provided  after  January  1,  1989.  The  incentive 
payments  pertain  to  both  assigned  and  non-assigned  claims.  The  following 
Mississippi  counties  are  currently  included  in  the  program:  Amite,  Benton, 

Bolivar  (Rosedale  area  only),  Carroll,  Claiborne,  Itawamba,  Jefferson  Davis, 
Kenper,  Lamar,  Marshall,  Neshoba,  Smith,  Tallahatchie  and  Tunica. 

MaviA  now  offers  the  lowest  cost  groip  health  insurance  available  to 
physicians,  their  office  staffs  and  dependents.  If  you  are  now  providing 
or  wish  to  provide  group  health  insurance  for  yourself  and  your  erployees, 
contact  MSMA  for  a quote. 

Be  sure  to  make  your  plans  now  to  attend  MSMA's  121st  Annual  Session.  Cards 
for  room  reservations  were  mailed  with  the  March  22  "MSMA  Report,"  and  the 
hotel  is  filling  up  quickly.  Information  about  the  program  is  included  in 
this  issue  of  the  Journal.  The  five-day  meeting  includes  House  of  Delegates 
sessions,  specialty  society  meetings,  CME  presentations,  and  meetings  of  the 
Hospital  Medical  Staff  Section  and  the  Young  Physicians  Section.  This  year' 
program  also  includes  special  activities  for  the  children. 


Sincerely , 


Patsy  Silver 
Managing  Editor 


A PRESCRIPTION 

FORPimiCIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technoiogy  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professionai  staff. 

★ Time  for  patients  and  for  keeping  professionaily  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ if  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Compiete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Coil 

SSgt  Jauregui 
(901)278-6349 
Collect  or 

1-800-423-USAF  Toll  Free 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8'/2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medictis,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 


Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases  CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  “CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 
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New  Appointments  At  Washington,  DC  - On  March  1,  the  U.S. 

Federal  Health  Offices  Senate  approved  Louis  W.  Sullivan,  M.D., 

as  the  new  Secretary  of  the  Department 
of  Health  and  Human  Resources.  Sullivan  is  the  former  president  of  the 
Department  of  Medical  School.  Dr.  William  Roper,  former  head  of  HCFA,  has 
becane  special  assistant  to  the  president  for  health  affairs.  Most  likely 
candidate  to  succeed  Roper  is  Sheila  Burke,  R.N.,  an  aide  to  Sen.  Robert  Dole. 


AMA  States  Policies  on  Chicago,  IL  - AMA's  Board  of  Trustees  has 

Insurance,  Self-Referrals  endorsed  a phase-in  requirement  that  all 

employers  provide  health  insurance  coverage 
for  all  full-time  employees.  This  is'  part  of  the  AMA's  policy  to  assure  that 
basic  health  insurance  coverage  is  extended  to  the  estimated  37  million 
Americans  v^o  now  lack  this  protection. . .In  testimony  before  Congress,  the 
AMA  has  opposed  an  outright  ban  on  physician  self-referrals. 


New  Medicare  Publication  Chicago,  IL  - Medicare  Carrier  Review; 

Available  from  AMA  What  Every  Physician  Should  Know  is  a 

new  publication  offered  by  the  AMA  to 
help  physicians  and  their  staffs  better  understand  Medicare's  medical 
necessity  requirements  and  the  carrier  review  process  in  general.  The 
book  was  developed  with  technical  assistance  from  HCFA.  To  order, 
contact  the  AMA  and  ask  for  OP-198. 


New  ^^roaches  to  Chicago,  IL  - The  anti-anxiety  drug 

Reducing  Smoking  buspirone  may  help  smokers  cut  down  on 

cigarettes  by  easing  tobacco  withdrawal 
synptoms,  says  a letter  in  the  March  Archives  of  General  Psychiatry.  The 
letter  said  the  drug  seemed  to  curb  the  anxiety,  irritability  and  fatigue 
associated  with  tobacco  withdrawal.  The  authors  suggested  a controlled, 
double-blind  test  of  the  drug. 


MSMA  Auxiliary  Seeks  Jackson,  MS  - The  MSMA  Auxiliary  is  now 

Volunteers  for  Support  Group  seeking  volunteers  to  take  part  in  a 

"Sharing  Support  Network"  to  help  medical 
families  cope  with  the  stress  of  a malpractice  suit.  Resource  materials  will 
be  available,  having  been  developed  by  other  such  networks  across  the 
country.  To  be  successful,  the  Network  needs  physicians'  spouses  v\^o  are 
willing  to  share  their  own  experiences.  Contact  MSMA  to  volunteer. 


You’re 

a Professional. 


You  need  Professional 
Health  Insurance 
Coverage . 


PISMA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


NEWI 

CARDIZEmrSR 

For  hypertension 


Controls  blood  pressure^^ 


Maintains  well-beings^ 

Helps  prevent  end-organ  complications^  '^ 
Helps  reduce  cardiovascular  riskss^^ 


0930A9 


Please  see  brief  summary  of  prescribir\g  informafion  on  nexf  page. 


starting  Dosage: 


90  mg  bid 


Also  Available: 
120-mg  capsules 

‘Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


OUIMZEN^SR 

For  hypertension 

EFFECTIVE  MONOTHERAPY  ^ 
WITH  HIGH 
PATIENT  ACCEPTANCE 


BRIEF  SUMMARV 
CARDIZEM*  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
er third-degree  AV  block  except  in  the  presence  of  a funcfioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,111  patients  or  0.43%).  Concomitant  use  of  dilfiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion. A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited.  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  fransaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase. 
LDH,  SCOT.  SGPT.  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy. 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage. 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes,  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM,  However,  skin  eruptions 
progressing  to  erythema  multilorme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  m patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction,  (See  WARNINGS ) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  I 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications  CAK''IZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  lunction  oxidase  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  m the  competitive 
inhibition  of  metabolism  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and  or  hepatic  impairment. 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels, 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted.  (See  WARNINGS.) 

Cimetidine:  A study  m six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine’s  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem.  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine, An  adjustment  in  the  diltiazem  dose  may  be  warranted. 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality.  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  permatal'postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established, 
ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  dunng  market- 
ing The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  lor  companson  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900).  the  most  common  adverse  events  were  edema  (9%),  headache  (8%). 
dizziness  (6%).  asthenia  (5%).  sinus  bradycardia  (3%).  flushing  (3%).  and  1°  AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le,  greater  than  1%)  edema  (54%),  headache 
(4  5%).  dizziness  (3.4%),  asthenia  (2.8%).  first-degree  AV  block  (1,8%),  flushing 
(1,?%).  nausea  (1 6%).  bradycardia  (1,5%),  and  rash  (1,5%), 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 
N=211 
# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7.6%) 

4(1,9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3(14%) 

ECG  abnormality 

13(4.1%) 

3 (1.4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5 (1.6%) 

2 (0.9%) 

dyspepsia 

4(1.3%) 

1 (0.5%) 

nausea 

4(1.3%) 

2 (0  9%) 

palpitations 

4(1.3%) 

2 (0.9%) 

polyuria 

4(1.3%) 

2 (0,9%) 

somnolence 

4(1.3%) 

- 

alk  phos  increase 

3(1%) 

1 (0.5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0,5%) 

rash 

3(1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0.6%) 

- 

In  addition,  the  following  evenfs  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness. paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia.  mild  elevations  of  SGOT.  SGPT. 

and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological:  Petechiae.  pruntus.  photosensitivity,  urticaria. 

Other:  Amblyopia.  CPK  increase,  dyspnea,  epistaxis.  eye  irntation. 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna. 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM.  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 
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A Clinical  Opportunity  for 
Smoking  Intervention 


specialty 


Address 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities/or  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


Mail  to: 

The  National  Heart,  Lung.  ^ 
and  Blood  Institute  ^ 

Smoking  Education  Program 
National  Institutes  of  Health 
Building  31,  Room  4A  18 
Department  P-23 
Bethesda,  MD  20892 


, Name 


I 


Citv 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

nizatidine  capsules 

BrttfSHmtnary 

CoetiiH  the  package  Htaratnre  for  compMa  iwfonnatlea. 

MIcatlom  and  Utago:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodena)  ulcer.  In  most  patients,  the  ulcer  will  heal  wttfwifour  we^ 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  pab^  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodena)  ulcer.  The  consequer>ces 
of  continuous  Ihe^y  with  Axid  for  loriger  than  one  year  are  not  Imown. 
CofltraMIcatioii:  Axid  is  contraindicated  in  patients  with  known  hypersensittvfty  to 
the  drug  and  should  be  used  with  caution  n patients  vrith  hypersensiti^  to  other 
Hr  receptor  antagonists 

Precauttons:  Genera/  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy. 

2.  Because  nizatidine  is  excreted  primarity  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3 Pharrnacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done . Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  p^ents  with  norma) 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nottdine 
is  similar  to  that  in  normal  subjects. 

Laboralory  Tests  - False-positive  tests  for  urobilinogen  vrith  Mufbstix*  may 
occur  during  therapy  with  nizatidine. 

Dfvg  interactions  ~-Ho  interactions  have  been  observed  between  Axid  arKJ 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine,  phHtytoin.  and  warfvm.  AxkJ 
does  not  inhibit  the  cytochrome  P-4S0-linked  drug-metabolizng  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hep^  metabolism  are  not 
expected  to  occur  in  patients  given  very  hi(^  doses  (3.900  mg)  of  asptnn  daily, 
increases  in  serum  saiicylate  levels  were  seen  when  nizaOdine,  fw  ni^.i.d..  was 
administered  concurrenny. 

Carancigenesis.  Mutagenesis,  Irr^amient  of  Fortuity -t<  two-year  ora)  cv- 
cinogenicr^  study  in  rats  witii  doses  as  high  as  500  m^o/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  d^isity  of  enterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa.  In  a two-year  stiidy  in  mce.  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice:  although  fr^rplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  pi^ebo  Fem^ 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  times  the  humw 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcnoma 
and  hepatic  nodular  hyperplasia  with  no  numerica)  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  aninxals  was  withm 
histoncal  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (3Ci%) 
weight  decrement  as  compared  with  concurrent  contiols  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  fin^  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative  mutagemcily 
battery  are  not  considered  evidence  of  a carcinogenic  potential  lor  AxK). 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  s ' 
sister  chromatid  exchange.  rrxHJse  lymphoma  assay,  chromosome  i 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  n rats,  doses  of 

■ mg/kg/day 

parental  animals 

Pregnancy  - teratogenic  Btfects  - Pngna/Ky  Category  C - Ora!  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  m Dutch  Befted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertilrty  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  kve  fetuses,  and  depr^sed  fetal 
weights  On  intravenous  admrnistration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlaigement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  m one  fetus  and  at  50  mg^  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  he^  m one 
fetos  There  are,  however,  no  adequate  and  well-controlled  stodies  n pregnant 
women.  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  admns- 
tered  to  a pregnant  woman  or  can  affect  reproduction  capacIN.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potorttial  risk  to  the 


<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  to  human  mik  m 
proportion  to  plasma  concentrations.  Caution  should  be  exercised  when  admns- 
tenng  nizatidine  to  a nursing  mother. 

Pediatnc  Use  - Safety  asvi  effectiveness  in  children  have  not  been  established 

Use  m Efderty  ^bents  - Ulcer  healing  rates  in  elderly  pati^  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have 
reduced  renal  function 

AdvtfM  Reacttont:  Clinical  trials  of  mzafidme  included  almost  5.1X10  patients 
given  mzatidine  in  studies  of  varying  durations.  Domestic  placebo-controled  tnals 
included  over  t .900  patients  given  nizatidine  and  over  1 given  placebo.  Among 
reported  adverse  events  in  the  domestic  ptacebo-conirolled  tiials.  swea^  (1%  vs 
0 ^).  urticaria  (0.5%  vs  < 0.01%),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
canOy  more  common  in  the  nizatidine  group.  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determeie  whether  these  were  caused  by 
nizatidine 


nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
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obaWy  r 

I elevation  of  SCOT  S(aPT  enzymes  (greater  than  500  U/L)  and.  to  a sngle  nuance. 
I SGPT  was  greater  than  2.001)  lU/L  The  overall  rate  of  occurrences  of  elevated  Hver 
' enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significant  ..  ... 

patients  t .... 

CarrJiovascutaf  - In  clinical  pharmacology  studies,  short  epi$(^  of  asymp- 
tomatic ventncular  tachycardia  occurred  to  two  individuats  administered  Axid  and  vi 
three  untreated  subjects. 

C/VS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 
Bndocnne  - Clinical  pharmacology  studies  and  controlled  cimcal  trials  showed 
no  evidence  of  antlandrogenic  activity  due  to  Axk).  Impotence  and  decreased  libido 
were  reported  with  equ^  freouency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred. 

HematokjoK  ~ Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hrieceplor  antagonsl  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  wfuie  taking  other  drugs  Rare  cases  of 
thrombocytoperK  purpura  have  been  reportod 
/n/egumenfa/  -Sweating  and  urticana  were  reported  significanOy  more  fre- 
quentfy  m nizatidine- than  m placebo-treated  patierks  Rash  and  exfokative  dermati- 
tis were  also  reported 

Hypersensitfvtty  - As  with  other  Hrreceptor  sitagomsts.  rare  cases  of  anaphy- 
laxis foilowirig  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
siOvity  n this  class  of  compounds  has  been  observed.  Hr-receptor  artagonms 
should  not  be  admiritstered  to  individuals  with  a hrstory  of  previous  hypersensitiviy 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchosfiasm. 
laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Ot^  - Hyperuncenw  unassooaled  with  gout  or  nephroWhiasts  was  reported 
Eosnophilia.  fever,  and  nausea  related  to  no^idine  admmtuiion  have  been 
reported 

Overdosage;  Overdoses  of  Axk)  have  been  reportod  rarefy  The  foHowng  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encoiaitered 

and  Syrryiftims  - There  is  MSe  ckmcal  expenence  with  oventosage  of  And 
to  humans  Test  animais  that  racerved  large  doses  of  mzabdvie  hive  exfvbftod 
choknergic-type  effects,  including  lacnmabon.  sahvabon.  emesis,  miosis,  and 

dtarrhea  Single  oral  doses  of  800  mg*  - 

were  not  lethal  Intravenous  median  m 
m(^  and  232  mg/kg  respectively 
treatment  >To  obtain  up-to-date  nformabon  about  the  treatment  of  overdose,  a 
good  resource  ts  your  certified  regional  Poison  Corterol  Center  Teloihone  numbers 
of  certified  poison  corttol  centers  are  listed  ai  the  Physiaans'  Desk  Retarence 
(PM).  In  managing  overdosage.  consider  the  possMity  of  multiple  drug  over- 
doses. tmeraction  among  drugs  and  unusual  dn^  Unetics  to  your  patient 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  atongvnthclnicalrTioriitoring  and  supportive  therapy  Renal  (ha^  tor 
fourto  sa  hours  increased  plasma  clearance 


1 C^aonb,  UllyfleseatchLaUustones 


Additional  information  available  to  the 
N2-2907-B-949310  c law  eu  uar  .NO  commny  profession  on  request. 


(013069] 


1 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
April  1989,  Volume  XXX,  Number  4 


ORIGINAL  PAPERS 


Alternative  Approaches  to  the 
Management  of  Gravidas  With 
Prolonged-Postterm-Postdate 
Pregnancies 


JAMES  N.  MARTIN,  JR.,  M.D. 
J.  KIM  SESSUMS,  M.D. 

PAT  HOWARD,  R.N. 

RICK  W.  MARTIN,  M.D. 

JOHN  C.  MORRISON,  M.D. 
Jackson,  Mississippi 


The  prolongation  of  pregnancy  beyond  41 
completed  weeks  of  gestation  is  well  known  to  be 
associated  with  increased  perinatal  morbidity  and 
mortality.  Affecting  5%  to  10%  of  pregnancies,  pro- 
longation of  gestation  places  the  mother  and  fetus 
at  increased  risk  for  stillbirth,  intrapartum  fetal  dis- 
tress, meconium  staining,  macrosomia  and  cesarean 
delivery. 

Most  obstetricians  consider  that  induction  of  la- 
bor is  indicated  if  the  cervical  exam  is  favorable  in 
any  gravida  who  has  completed  her  forty-first  week 
(EDC  -1-14  days)  and  is  beginning  the  forty-second 
week  of  gestation.  Beyond  the  point  of  agreement, 
there  is  considerable  controversy  regarding  the  op- 
timal management  of  prolonged  pregnancy.  One 
school  of  clinical  practice  maintains  that  all  gesta- 
tions which  achieve  42  completed  weeks  of  gesta- 
tion should  be  delivered.®  The  other  major  school 
of  clinical  practice  recommends  that  prolonged 
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pregnancies  can  be  followed  safely  for  two  addi- 
tional weeks  with  careful  and  frequent  fetoplacental 
assessments.’  A consensus  is  lacking,  however,  re- 
garding the  optimal  form  and  frequency  of  fetal 
surveillance  techniques  as  part  of  a program  to  re- 
assure the  obstetrician  and  parents  of  fetal  well- 
being. 

This  limited,  prospective  investigation  was  un- 
dertaken recently  (1)  to  compare  in  a randomized 
manner  the  two  management  strategies  of  contin- 
ued, antepartum  surveillance  or  routine  labor  in- 
duction, and  delivery  after  41  completed  weeks  of 
pregnancy  and  (2)  to  determine  which  strategy  ap- 
pears to  be  associated  with  better  perinatal  outcome 
and  less  maternal  morbidity  in  our  Mississippi  pa- 
tient population. 

Patients  and  Methods 

All  gravidas  attending  the  University  Medical 
Center’s  Prenatal  Clinic  between  July  1,  1987  and 
January  31,  1988,  were  considered  for  inclusion  in 
this  study.  In  order  to  be  included,  patients  were 
required  to  have  completed  41  weeks  of  gestation 
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according  to  (a)  reliable  menstrual  data;  (b)  docu- 
mentation of  uterine  size  at  an  early  first-trimester 
examination;  and/or  (c)  performance  of  obstetric  ul- 
trasound prior  to  26  weeks’  gestation  that  was  com- 
patible with  available  menstrual  data.  In  order  to  be 
considered  for  the  study,  patients  underwent  brief 
ultrasound  examination  and  fetal  surveillance  test- 
ing by  combined  sequential  nonstress  testing  (NST) 
and  nipple-stimulation  contraction  stress  testing 
(CST).  Cervical  exams  were  also  performed  (see 
Figure  1).  A diagnosis  of  oligohydramnios  with  less 
than  a 1 cm  pocket  of  amniotic  fluid  in  any  dimen- 
sion, a nonreactive  nonstress  test  or  a positive  con- 
traction stress  test  automatically  excluded  a patient 
from  the  investigation  and  instead  they  were  ad- 
mitted for  delivery.  A cervical  Bishop  score  of  more 
than  5 eliminated  the  patient  from  consideration.  If 
all  study  criteria  were  met,  informed  consent  was 
obtained  and  patients  were  thereafter  allocated  into 
one  of  two  study  groups  according  to  random  as- 
signment by  sealed  envelope. 

Selection  into  the  Active/DELIVERY  group 
(Group  D)  resulted  in  admission  of  the  study  subject 
to  the  antepartum  ward.  There  laminaria  tent(s)  were 
inserted  with  subsequent  induction  of  labor,  usually 
on  the  following  morning.  Oxytocin  administration 
per  standard  UMC  protocol  was  utilized  with  the 
sole  adjustment  being  incremental  changes  in  in- 
fusion rates  at  20-30  minute  intervals  instead  of  the 
usually  utilized  15  minute  intervals.  Prior  to  the 
initiation  of  oxytocin,  laminaria  tent(s)  were  re- 
moved and  a careful  cervical  examination  was  per- 
formed and  recorded.  Fetal  heart  tones  were  mon- 
itored electronically  throughout  labor  for  any 
evidence  of  fetal  distress. 

Selection  of  the  patient  into  the  Conservative/ 
Antenatal  SURVEILLANCE  group  (Group  S)  re- 
sulted in  antepartum  monitoring  on  a weekly  basis 
with  ultrasound  examinations  performed  to  assess 
amniotic  fluid  volume  and  nonstress/contraction 
stress  testing  performed  to  assess  fetal  and  placental 
well-being.  Cervical  examinations  were  performed 
at  each  weekly  visit  and  patients  were  admitted  for 
delivery  in  the  presence  of  oligohydramnios  by  ul- 
trasound examination  or  evidence  of  fetal  distress 
by  stress  or  nonstress  testing.  If  delivery  had  not 
occurred  by  the  end  of  the  forty-third  week  of  ges- 
tation, the  patient  was  scheduled  for  delivery  and 
the  pregnancy  terminated  (see  Figure  1). 

All  patients  who  were  ineligible  or  refused  par- 
ticipation in  this  investigation  were  recorded  and 
managed  like  Group  S as  a conservative/surveil- 
lance group.  Their  results  are  analyzed  separately. 

The  progress  of  labor  was  charted  and  the  oc- 


Figure  1 
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Figure  1 . Perform  Ultrasonography , NSTICST  (Nipple 
Stimulation). 


currence  of  any  abnormalities  was  defined  accord- 
ing to  established  criteria.^  Umbilical  cord  pH  was 
obtained  routinely  for  all  gravidas  at  the  time  of 
delivery.  The  condition  of  the  neonate  at  delivery 
was  recorded  and  each  neonate  was  carefully  stud- 
ied for  evidence  of  any  morbidity  whatsoever. 

All  patients  were  primarily  cared  for  by  resident 
physicians  of  the  University  of  Mississippi  Medical 
Center,  Department  of  Obstetrics  and  Gynecology, 
under  the  supervision  of  the  attending  staff.  Prior 
to  initiation  of  the  study,  approval  was  obtained 
from  the  Institutional  Review  Board  of  the  Univer- 
sity of  Mississippi  Medical  Center.  Informed  con- 
sent was  obtained  from  all  patients  prior  to  entry 
into  the  study. 

Statistical  analysis  was  by  Student’s  t test  for 
continuous  variables  and  by  chi-square  analysis  for 
noncontinuous  variables.  A p value  of  less  than  0.05 
was  required  for  statistical  significance. 

Results 

During  the  seven-month  study  period,  22  patients 
met  the  inclusion  criteria  and  were  randomly  se- 
lected into  one  of  the  two  treatment  groups.  Ten 
patients  were  randomized  to  the  conservative/sur- 
veillance  group  (Group  S)  and  12  to  the  active/ 
delivery  group  (Group  D).  Twenty-one  additional 
patients  presented  with  estimated  gestational  age  ^ 
42  weeks,  but  were  excluded  from  the  study  pro- 
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tocol  due  to  poor  dating  criteria  or  a finding  of  a 
Bishop  score  > 5,  oligohydramnios,  or  non-reas- 
suring fetal  heart  rate  testing  at  the  initial  screening 
evaluation  (42  weeks).  The  extra  group  of  21  pa- 
tients constituted  Group  X for  evaluation  and  com- 
parison with  the  two  protocol  groups. 

Group  S (Conservative/Surveillance).  Ranging  in 
age  from  18  to  37  years,  the  10  study  subjects  in 
Group  S averaged  25 . 8 years  with  a mean  gravidity 
of  1.6  and  a mean  parity  of  0.40  (see  Table  1). 
Gestational  age  averaged  42  weeks  at  the  time  of 
entry  into  the  protocol  (range  AWi  to  43y?  weeks). 
During  the  surveillance  period,  seven  patients  went 
into  spontaneous  labor  before  intervention  was  nec- 
essary. The  other  three  gravidas  required  induction 
of  labor,  two  when  cervical  examination  revealed 
a Bishop  score  > 5,  and  one  when  she  failed  to 
deliver  by  the  end  of  the  forty-third  completed  week 
of  gestation.  Seven  patients  had  spontaneous  vag- 
inal deliveries,  two  had  low  outlet  forceps  deliv- 
eries, and  one  required  low  transverse  cesarean  de- 
livery. The  length  of  active  labor  (following  the 
attainment  of  4 cm  of  cervical  dilatation)  ranged 
from  4 to  16  hours  with  an  average  length  of  8.3 
hours.  For  the  10  patients  there  were  three  local 
anesthetics,  three  pudendals,  two  epidurals,  and  one 


general  anesthetic  for  cesarean  delivery.  Fetal 
weights  ranged  from  2840  to  4180  grams,  with  an 
average  weight  of  3472  grams.  There  were  seven 
female  infants  and  three  male  infants.  The  Apgar 
scores  averaged  8.4  at  one  minute  and  9.7  at  five 
minutes.  The  hospital  stay  of  Group  S mothers 
ranged  from  2 to  6 days  with  an  average  stay  of  2.6 
days.  Two  mothers  underwent  postpartum  bilateral 
tubal  ligation.  One  gravida  suffered  a retained  pla- 
centa which  required  manual  extraction.  The  patient 
who  delivered  abdominally  required  intravenous  an- 
tibiotics (cesarean  delivery  after  12  hours  of  labor 
for  cephalopelvic  disproportion  and  late  decelera- 
tions, with  a cord  pH  of  7.23  and  Apgars  of  5/9). 
All  neonates  were  assessed  to  be  appropriate  for 
gestational  age.  One  baby  required  glucose  moni- 
toring for  24  hours.  There  were  fetuses  with  me- 
conium but  no  neonate  had  sequelae. 

Group  D (Active/Delivery).  The  12  gravidas  in 
this  group  ranged  in  age  between  17  and  34  years 
with  an  average  maternal  age  of  23.3  years.  The 
average  gravidity  equaled  2.08  and  the  average  par- 
ity equaled  0.58.  Gestational  ages  ranged  from  AWi 
to  432/7  weeks  at  entry  into  the  protocol,  with  an 
average  age  of  42  weeks.  Following  cervical  rip- 
ening and  oxytocin  induction,  10  gravidas  delivered 


TABLE  1 


Group  S — Surveillance 

Group  D — Induction 

Group  X — Exclusion 

Age  Range/A vg 

18-37/ Avg  25.8 

17-34/ Avg  23.3 

18-37/Avg  22.2 

Gravidity/Parity 

2.08/0.58 

1.8/0.76 

1.8/0.76 

Type  Delivery 

7 SVD,  2 LOF,  1 LTCS 

7 SVD,  3 LOF,  1 LGCS,  2 LVCS 

14  SVD,  3 LOF,  4 LTCS 

Length  Labor 

4-16  hr/Avg  8.3  hr 

4-15  hr/Avg  6.33  hr 

0-24  hr/Avg  8 hr 

Anesthesia 

3 local,  3 pud,  2 epid,  1 gen 

5 local,  1 spinal,  3 epid,  2 gen 

10  local,  4 pud,  1 spinal, 
2 epid,  4 gen 

Birth  Weight 

2840-4180  g/Avg  3472  g 

2780-4110  g/Avg  3560  g 

2940-5200  g/Avg  3695  g 

Apgar 

8.4Z9.7 

8.08/9.75 

8.85/9.7 

Hospital  Stay 

2-6  days/ Avg  2.6  days 

2-5  days/Avg  3.41  days 

2-7  days/Avg  3.04  days 

Bilateral  Tubal  Ligation 

2 

4 

6 

Morbidity 

1 retained  placenta, 
1 postop  ATB 

1 episiotomy  abscess 

1 delayed  PIH/UTI 

2 postop  AT 

LOF  anemia  transfuse 
2 4°  ext,  1 with  atony 
ATB/PIH/ATB  post  c/s 
1 postop  transfusion/ATB 
1 postop  c/s  endometritis 

Neonatal  Course 

All  AGA, 

1 glucose  monitor 

10  AGA,  2 LGA, 
1 bil  hydrocele, 

1 hyperbili, 

1 brief  oxyhood 
ATB 

19  AGA,  2 LGA, 

1 hyperbili  photo  tx 

Meconium 

3 

1 

5 
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vaginally  (10  of  12  or  83%),  seven  spontaneously 
and  three  by  low  outlet  forceps.  Two  others  under- 
went abdominal  delivery  (2  of  12  or  17%),  one  by 
low  segment  transverse  cesarean  birth  and  one  by 
low  segment  vertical  cesarean  delivery.  One  patient 
underwent  spontaneous  labor  in  association  with  the 
insertion  of  the  laminaria  tests  and  required  no  ox- 
ytocin. All  patients  were  delivered  during  the  first 
day  of  labor  induction  except  for  three  gravidas, 
one  requiring  three  days  of  induction  and  two  re- 
quiring two-day  inductions.  The  length  of  active 
phase  labor  ranged  from  4 to  15  hours  with  an  av- 
erage labor  length  of  6.33  hours.  There  were  five 
local  anesthetics  utilized  as  well  as  one  spinal,  three 
epidurals,  and  two  general  anesthetics.  Fetal  weight 
ranged  from  2780  to  4110  grams  with  an  average 
birth  weight  of  3560  grams.  There  were  seven  fe- 
male infants  and  five  male  infants.  The  average 
Apgar  scores  were  8.08  at  one  minute  and  9.75  at 
five  minutes.  Hospital  stay  ranged  from  2 to  5 days 
with  an  average  stay  of  3.41  days.  Three  patients 
had  bilateral  tubal  ligation,  two  postpartum  and  one 
at  the  time  of  abdominal  delivery.  One  gravida  suf- 
fered an  episiotomy  abscess  two  weeks’  postpartum, 
one  case  had  delayed  pregnancy-induced  hyper- 
tension one  week  out,  and  both  mothers  who  under- 
went cesarean  delivery  received  IV  antibiotics.  Two 
babies  were  LG  A and  the  remainder  were  AG  A. 
One  infant  who  was  delivered  abdominally  had  Ap- 
gars  of  with  a cord  pH  of  7. 1 1 and  required  brief 
oxyhood  and  antibiotics  (3600  gram  female).  An- 
other AGA  baby  had  hyperbilirubinemia  which  re- 
quired no  phototherapy.  There  was  only  one  case 
of  meconium  noted  at  delivery  and  there  were  no 
sequelae. 

Group  X (Exclusion  Group).  This  group  of  21 
gravidas  had  an  average  maternal  age  of  22.2  years 
(range  18  to  37  years).  The  average  gravidity  equaled 
1.8  and  the  average  parity  equaled  0.76.  Gestational 
ages  by  best  criteria  ranged  from  4iy?  to  44  weeks 
with  an  average  estimated  gestational  age  of  42y? 
weeks.  Sixteen  of  the  21  patients  in  this  group  (76%) 
were  excluded  from  protocol  participation  based 
solely  upon  cervical  examination  with  a Bishop  score 
>5.  Two  patients  were  excluded  due  to  poor  ges- 
tational dating.  One  patient  had  a breech  fetus  with 
a previous  failed  version.  One  patient  had  a non- 
reactive NST  excluding  her  from  the  protocol.  There 
was  also  one  patient  with  oligohydramnios  on  initial 
ultrasound  evaluation  who  was  excluded. 

Ten  gravidas  in  Group  X developed  spontaneous 
labor  within  one  week  of  initial  evaluation  and  ex- 
clusion for  this  investigation.  The  breech  fetus  was 
delivered  by  elective  cesarean  delivery.  Pregnancies 


associated  with  a nonreactive  NST  and  oligohy- 
dranmios  were  admitted  to  the  labor  and  delivery 
unit  for  induction  of  labor  on  the  day  of  evaluation. 
Seven  others  were  admitted  for  labor  induction  within 
two  days  secondary  to  a favorable  cervical  exam. 
One  gravida  who  was  followed  with  NST/OCT  and 
sonograms  was  admitted  10  days  after  initial  eval- 
uation for  induction.  Four  of  the  gravidas  in  this 
group  were  estimated  to  be  at  44  weeks  and  had 
favorable  cervical  exams.  The  other  gravidas  who 
underwent  elective  inductions  all  had  Bishop  scores 
^7.  There  were  14  spontaneous  vaginal  deliveries 
and  three  gravidas  were  assisted  with  low  outlet 
forceps.  The  other  four  gravidas  were  delivered  ab- 
dominally by  low  segment  transverse  cesarean  de- 
livery for  a breech  presentation  and  three  instances 
of  cephalopelvic  disproportion  (one  failed  forceps). 
The  length  of  labor  ranged  from  0 to  24  hours  with 
an  average  active  labor  length  of  8 hours.  Two  ep- 
idurals, four  pudendals,  four  general  anesthetics, 
one  spinal,  and  10  local  anesthetics  were  adminis- 
tered. 

Birth  weights  of  Group  X fetuses  ranged  from 
2940  to  5200  grams  with  an  average  weight  of  3695 
grams.  The  average  Apgar  scores  equaled  8.85  at 
one  minute  and  9.7  at  five  minutes.  The  patient 
with  failed  low  outlet  forceps  and  a subsequent  ce- 
sarean delivery  had  a 3560  gram  female  with  Apgars 
of  Vg  and  a cord  pH  of  7. 17.  The  mother  had  pre- 
eclampsia and  the  infant  was  AGA  requiring  pho- 
totherapy for  hyperbilirubinemia.  Maternal  hospital 
stay  in  this  group  ranged  from  2 to  7 days  with  an 
average  stay  of  3.04  days.  Six  patients  had  imme- 
diate postpartum  bilateral  tubal  ligation.  Two  moth- 
ers required  postpartal  blood  transfusions  for  ane- 
mia, one  after  spontaneous  vaginal  delivery  and  the 
other  following  abdominal  delivery.  Three  of  the 
patients  undergoing  cesarean  birth  had  labored  pre- 
viously and  had  received  antibiotics,  one  for  clinical 
endometritis.  Two  patients  had  fourth  degree  ex- 
tensions of  their  episiotomies,  one  after  low  outlet 
forceps  with  uterine  atony  requiring  IV  antibiotics, 
and  the  other  after  a spontaneous  vaginal  delivery. 
The  second  patient  had  postpartum  atony  following 
a spontaneous  vaginal  delivery.  Two  of  these  21 
infants  were  LG  A and  the  rest  were  AGA.  There 
were  four  fetuses  delivered  with  meconium  staining 
but  none  suffered  meconium  aspiration. 

All  Three  Groups.  There  was  no  statistical  dif- 
ference in  the  types  of  delivery  among  the  three 
small  groups.  Vaginal  delivery  was  effected  in  all 
but  seven  cases.  There  were  no  statistically  signif- 
icant differences  among  the  groups  in  regard  to  length 
of  labor  and  mode  of  delivery.  The  average  birth 
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weights  in  each  group  were  not  significantly  dif- 
ferent, nor  were  the  average  Apgar  scores.  The  av- 
erage hospital  stay  was  longest  in  Group  D (3.41 
days),  but  no  statistical  significance  was  present. 
In  no  group  was  there  a case  of  significant  maternal 
morbidity.  Ten  percent  of  the  surveillance  group 
(Group  S)  required  IV  antibiotics  while  25%  of  the 
delivery  group  (Group  D)  required  antibiotics  versus 
19%  for  Group  X subjects.  The  only  two  patients 
to  require  transfusion  were  Group  X gravidas.  There 
was  one  case  of  pregnancy-induced  hypertension  in 
Groups  D and  X and  one  case  of  postoperative  en- 
dometritis in  Group  X.  There  was  one  case  of  re- 
tained placenta  in  Group  S and  two  cases  of  uterine 
atony  in  Group  X.  Thirty  percent  of  the  Group  S 
gravidas  had  meconium  in  comparison  to  8%  of 
Group  D and  23%  of  Group  X.  Sixteen  percent  of 
the  neonates  in  Group  D were  LGA  versus  9%  in 
Group  X and  0%  in  Group  S.  There  were  no  cases 
of  significant  neonatal  morbidity  in  any  group  and 
no  neonatal  deaths.  All  neonates  went  to  the  term 
nursery. 

Discussion 

The  term  “postdate  pregnancy”  describes  a ges- 
tation with  a duration  that  has  exceeded  41  com- 
pleted weeks  of  gestation  from  the  onset  of  the  last 
menstrual  period  (LMP  + 294  days,  EDC  -I-  14 
days).  Because  such  a definition  includes  gravidas 
with  uncertain  dates,  the  term  “prolonged  preg- 
nancy” or  postdate  pregnancy  is  utilized  to  describe 
pregnancies  in  patients  which  are  well-documented 
to  have  exceeded  294  days.  There  is  an  important 
distinction  between  postdates/prolonged  pregnan- 
cies and  those  associated  with  postmaturity.  The 
term  “postmaturity”  should  be  used  to  describe  the 
condition  of  the  fetus/newbom  that  is  comparable 
to  dysmaturity  in  the  preterm  neonate.  In  other 
words,  it  is  a term  synonymous  with  the  occurrence 
of  intrauterine  fetal  growth  retardation  and  wasting 
in  a prolonged  gestation.  Less  than  20%  of  babies 
in  prolonged  pregnancies  develop  postmaturity  syn- 
drome, but  these  fetuses  are  at  increased  risk  for 
perinatal  morbidity  and  mortality.'-^  Obviously, 
prenatal  detection  of  these  compromised  fetuses  is 
important  because  delay  of  delivery  would  be  ill- 
advised. 

The  incidence  of  postdate  pregnancy  (prolonged 
plus  not  truly  prolonged)  is  variably  reported  to  be 
between  3.5%  and  12%.^  ® About  one-quarter  of 
postdate  pregnancies  will  complete  43  weeks  (1% 
to  4%  of  all  gestations).  Since  this  problem  is  so 
common,  there  has  been  much  written  about  the 
etiology,  diagnosis  and  management  of  this  obstet- 


ric dilemma.  As  with  some  other  obstetric  prob- 
lems, a common  management  protocol  acceptable 
to  all  has  not  been  defined. 

Prolonged  pregnancy  has  both  a maternal  and 
fetal  impact.  The  mother  may  be  adversely  affected 
by  the  increased  likelihood  of  cesarean  delivery, 
greater  financial  strain  secondary  to  increased  costs 
from  her  closely  supervised  peripartal  care  as  well 
as  the  well-known  emotional  stress  of  being  “over- 
due.” On  the  other  hand,  the  fetus  is  at  risk  for 
peripartal  distress  from  a variety  of  factors  associ- 
ated with  prolonged  gestation. 

When  pregnancy-dating  criteria  are  excellent, 
some  authorities  advocate  routine  induction  of  labor 
at  the  end  of  the  forty-first  week  of  gestation  (EDC 
+ 14  days),  while  other  practitioners  advocate  con- 
tinued antepartum  surveillance  with  labor  induction 
by  43  completed  weeks’  gestation  if  delivery  has 
not  occurred  by  that  time.  In  a prospective  study  of 
2,000  patients  with  prolonged  gestations,  Gibbs  re- 
ported no  improvement  or  difference  in  perinatal 
outcome  between  those  patients  routinely  induced 
over  those  allowed  to  labor  spontaneously.’  These 
investigators  concluded  that  there  appears  to  be  no 
justification  for  routine  induction  for  uncomplicated 
prolonged  pregnancy.  However,  DeVaul  and  Scholl 
presented  data  suggesting  that  “fetal  jeopardy  in- 
creases subtly  but  progressively”  from  the  forty- 
first  week  onward.^  Therefore,  they  advocate  active 
intervention  in  the  form  of  induction  if  there  is  no 
spontaneous  labor  by  the  end  of  the  forty-first  week. 
These  two  investigators  represent  just  two  examples 
of  the  many  published  studies  of  prolonged  preg- 
nancy. They  also  illustrate  the  divergence  of  find- 
ings and  opinions  which  complicates  the  develop- 
ment of  a well-accepted,  common  protocol  for  the 
optimal  management  of  this  very  important  perinatal 
problem.’ 

A potential  cause  of  prolonged  pregnancy  is  the 
problem  of  inaccurate  gestational  dating.  Ovulation 
data  have  suggested  that  a number  of  pregnancies 
that  are  postterm  by  menstrual  dates  are  not  truly 
prolonged  pregnancies.  This  may  explain  why  dif- 
ferent incidences  for  this  pregnancy  complication 
are  reported. Literature  reports  contain  a number 
of  differences  in  the  incidence  of  postdate  preg- 
nancy with  respect  to  parity,  maternal  age  and  race. 

Postdate  pregnancy  has  a considerable  impact 
upon  perinatal  mortality.  Prior  to  the  utilization  of 
antepartum  testing,  the  incidence  of  stillbirth  was 
high.^'^  A significant  portion  of  perinatal  mortality 
is  associated  with  congenital  malformations;  these 
are  increased  by  50%  in  postterm  gestations.  Peri- 
natal morbidity  likewise  is  increased  in  these  preg- 
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nancies  with  a higher  incidence  of  cesarean  birth, 
failed  progress  during  labor,  greater  numbers  of 
macrosomic  infants  with  their  attendant  problems, 
a higher  incidence  of  intrapartum  fetal  distress,  and 
greater  maternal  morbidity  associated  with  in- 
creased cesarean  delivery  frequency. 

A diagnosis  of  prolonged  pregnancy  requires  the 
accurate  determination  of  gestational  age.  This  can 
only  be  done  early  in  gestation.  A known  last  men- 
strual period  is  the  best  clinical  predictor  of  dates 
of  confinement.”  Because  physical  examination  data 
is  often  difficult  to  obtain,  the  patient  may  not  re- 
member historic  data,  and  other  information  such 
as  basal  body  temperature  data  or  other  ovulatory 
history  are  often  missing,  an  early  ultrasound  de- 
termination of  gestational  age  has  become  the  so- 
called  gold  standard  of  backing  up  history  and  phys- 
ical examination  information.  The  best  prediction 
by  ultrasound  is  obtained  before  28  weeks  with  a 
range  of  variation  of  ± 1.5  to  2 weeks  while  the 
fetal  skeletal  system  is  rapidly  growing. 

Appropriate  antepartum  surveillance  for  pro- 
longed pregnancies  must  be  provided.  The  goal  of 
this  testing  is  to  identify  the  fetus  who  would  benefit 
from  delivery  (such  as  the  fetus  with  postmaturity 
syndrome)  and  may  be  suffering  from  intrauterine 
fetal  distress.  Testing  usually  begins  no  later  than 
the  start  of  the  forty-second  week  of  missed  menses 
and  must  be  continued  once  or  twice  weekly.  The 
most  widely  used  method  of  testing  is  the  nonstress 
test  while  contraction  stress  testing  is  considered  to 
be  optimal  by  other  groups  of  investigators. Re- 
cently, ultrasonic  determination  of  amniotic  fluid 
volume  has  been  added  to  the  diagnostic  armamen- 
tarium for  better  detection  of  those  babies  at  greatest 
risk  for  fetal  distress.^- 

Although  all  agree  that  the  patient  with  a pro- 
longed gestation  who  has  a ripe  cervix  should  be 
induced,  there  is  no  consensus  regarding  the  man- 
agement of  a patient  with  a prolonged  gestation  and 
an  unripe  cervix.'*  Although  routine  induction  of 
labor  at  42  weeks  has  been  recommended  by  many 
authors,  the  opponents  to  this  practice  have  pointed 
out  that  several  studies  have  not  shown  a substantial 
improvement  in  perinatal  outcome  where  this  was 
done.^’  Unnecessarily  increased  morbidity  may  be 
incurred  in  these  postdate  patients  with  delayed  ovu- 
lation/false prolonged  pregnancies  because  the  ma- 
jority of  fetuses  in  prolonged  gestations  are  not  com- 
promised, because  most  inductions  are  not  successful 
due  to  unripe  cervical  conditions  and  because  fetal 
distress  may  be  incurred  more  easily  due  to  a pro- 
longed induction  of  labor  which  is  often  needed  in 
an  unripe  cervical  situation. 


There  is  a consensus  that  the  postdate  fetus  is 
clearly  at  higher  risk  to  develop  fetal  distress  in 
labor  and  therefore  should  be  monitored  closely  from 
the  onset  of  labor  until  delivery.^  We  feel  that  this 
is  best  done  with  internal  electronic  fetal  heart  rate 
monitoring  via  fetal  scalp  electrode.  The  proper 
management  of  meconium  at  the  time  of  delivery 
with  DeLee  suction  is  important  because  of  its  in- 
creased incidence  in  these  fetuses  and  because  these 
infants  have  a higher  or  greater  chance  of  fetal  dis- 
tress and  low  Apgar  scores  in  association  with  me- 
conium passage.  Avoidance  of  midpelvic  vaginal 
delivery  is  recommended  when  macrosomia  is  sus- 
pected.^® 

The  primary  goal  of  this  prospective  investigation 
was  to  determine  which  management  scheme  in  our 
patient  population  was  associated  with  the  better 
maternal  and  perinatal  outcome.  During  the  short 
study  interval  of  seven  months,  recruitment  of  pa- 
tients was  difficult  due  to  stringent  inclusion  cri- 
teria. Twenty-one  gravidas  were  excluded  from  the 
study  (Group  X)  and  only  22  met  inclusion  criteria 
(Groups  D and  S).  Sixteen  of  the  21  in  the  exclusion 
group  were  excluded  due  to  a favorable  cervical 
exam  and  two  had  poor  dating  criteria.  One  patient 
was  excluded  for  a nonreactive  NST  and  one  ex- 
cluded for  oligohydramnios.  Also,  one  patient  was 
breech  with  a failed  version.  All  neonates  of  the 
Group  X-excluded  gravidas  went  to  the  term  nurs- 
ery. 

A substantial  number  of  patients  who  are  referred 
to  UMC  for  obstetric  care  late  in  gestation  have 
poor  gestational  dating.  Hence,  a more  pertinent 
concern  for  our  obstetric  environment  is  the  optimal 
management  of  the  suspected,  possible  postdate 
pregnancy.  Currently  we  utilize  a course  of  man- 
agement for  these  patients  identical  to  that  applied 
to  Group  S participants  in  this  investigation. 

The  ability  to  draw  firm  conclusions  from  this 
investigation  is  hampered  due  to  the  small  number 
of  participants  in  each  study  group.  However,  our 
results  from  these  limited  studies  suggest  that  nei- 
ther course  of  management  appears  to  have  distinct 
advantages  or  disadvantages.  We  were  unable  to 
derive  accurate  data  related  to  hospital  care  costs 
for  the  gravidas  in  these  two  groups,  although  other 
investigators  have  reported  that  health  care  costs 
with  an  expectant  course  of  management  can  exceed 
an  active,  induction  type  of  management  ap- 
proach.^' 

Although  the  numbers  are  small,  this  study  sug- 
gests that  there  is  no  difference  in  the  maternal  or 
neonatal  outcome,  regardless  of  the  postdates  man- 
agement strategy  employed,  as  long  as  one  follows 
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the  accepted  assessment  protocols  as  described. 
There  does  not  seem  to  be  any  reason  to  anticipate 
an  increased  incidence  of  operative  delivery  with  a 
course  of  routine  induction  (Group  D)  or  to  antic- 
ipate an  increased  incidence  of  fetal  distress  or  neo- 
natal morbidity  with  a course  of  conservative  (Group 
S)  surveillance.  ★★★ 

Dr.  J.  N.  Martin:  2500  North  State  Street  (39216) 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

I 1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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One  of  the  strengths  of  the  American  health 
care  system  has  been  the  ongoing  dialog  between 
clinicians  and  researchers.  This  dialog  has  been  ac- 
tively supported  through  agencies  such  as  the  Na- 
tional Institutes  of  Health  as  well  as  numerous  pri- 
vate foundations.  Research  findings  are  routinely 
adopted  into  clinical  practice  and  communication 
channels  exist  for  defining  the  needs  of  clinicians 
to  research  organizations. 

However,  despite  the  successes  of  this  partner- 
ship, one  sector  of  the  health  care  system  has  tra- 
ditionally been  underrepresented  in  terms  of  re- 
search efforts.  This  sector  is  health  care  and  health 
care  research  in  rural  areas,  particularly  the  rural 
South. 

The  Rural  Health  Research  Program  (RHRP)  of 
the  Research  Institute  of  Pharmaceutical  Sciences 
of  the  University  of  Mississippi  was  recently  des- 
ignated by  the  State  of  Mississippi  as  a program  to 
correct  this  underrepresentation  of  rural  areas  and 
to  conduct  a wide  range  of  health  related  research 
in,  and  ultimately  for,  rural  Mississippi. 

RHRP  represents  the  culmination  of  over  twenty 
years  of  ongoing  health  and  social  research  in  cen- 
tral Mississippi.  It  also  represents  a uniquely  suc- 
cessful experiment  in  community-based  research  and 
a firm  commitment  by  the  state  and  the  University 
of  Mississippi  to  understand  and  address  the  prob- 
lems of  all  its  rural  people.  To  understand  the  or- 
ganization of  RHRP  and  its  place  in  the  local  com- 
munity it  is  necessary  to  understand  its  history  and 
organizational  antecedents. 


From  the  Rural  Health  Research  Program  of  the  Research 
Institute  of  Pharmaceutical  Sciences,  the  University  of 
Mississippi. 


The  Rural  Health  Research  Program  (RHRP) 
of  the  Research  Institute  of  Pharmaceutical 
Sciences  of  the  University  of  Mississippi  has 
been  designated  by  the  State  of  Mississippi 
as  a program  mandated  to  conduct  health 
research  throughout  rural  Mississippi.  The 
authors  discuss  the  historical  development 
of  RHRP  and  describes  its  present  capability 
for  fulfilling  this  research  mandate.  They  de- 
scribe the  opportunities  presented  by  RHRP 
for  collaborative  research  with  other  health 
care  professionals  interested  in  health  care 
problems  and  solutions  in  rural  Mississippi. 


Health  Research  in  Central  Mississippi 

Organized  health  research  in  rural,  central  Mis- 
sissippi began  in  1969  with  a bio-social  assessment 
of  the  black  community;  this  was  funded  by  the 
Center  for  Health  Services  Research  of  the  Public 
Health  Service.  This  assessment  would  have  been 
relatively  unremarkable  compared  to  similarly 
funded  programs  around  the  world  except  that  it 
was  grounded  in  a philosophy  of  community  in- 
volvement and  feedback  to  a degree  that  is  rare  in 
health  research.  Ending  in  1975,  the  Holmes  County 
Health  Research  Project  achieved  several  notable 
results.  First  among  these  was  a health  care  needs 
assessment.  The  second  important  result  was  a rec- 
ognition that  any  effort  to  supplement  the  medical 
care  delivery  system  must  rely  on  community  mem- 
bers as  the  primary  agents  of  implementing  behav- 
ioral change  and  conducting  health  education. 

Among  the  results  of  the  health  care  needs  as- 
sessment was  the  documentation  of  prevalence  rates 
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of  essential  hypertension  that  were  found  to  be  among 
the  highest  in  the  world.  Coinciding  with  this  doc- 
umentation of  a high  prevalence  of  hypertension 
was  the  research  of  Dr.  Dennis  A.  Frate  on  the 
relationship  between  familial  social  cohesion  and 
hypertension.  Dr.  Frate  had  been  investigating  the 
relationship  between  social  and  cultural  factors  and 
health  in  the  community  since  1971.  In  the  course 
of  an  ethnographic  survey  of  the  area,  Frate  dis- 
covered that  blood  pressures  were  significantly  re- 
lated to  the  type  of  extended  family  an  individual 
interacted  with.  Differences  in  blood  pressures  be- 
tween a highly  cohesive  extended  family  and  a less 
cohesive  extended  family  were  marked. 

The  recognition  of  these  three  factors:  1)  the  high 
prevalence  rates  of  essential  hypertension;  2)  the 
strong  association  between  social  and  family  or- 
ganization and  blood  pressure,  and;  3)  the  need  for 
community  involvement  in  the  treatment  and  control 
of  health  problems,  led  to  the  development  of  a 
research  application  by  Dr.  Frate,  of  a project  en- 
titled “Community  Control  of  Hypertension  in  Mis- 
sissippi (CCH).”  This  five  year  project  was  funded 
by  the  National  Heart,  Lung  and  Blood  Institute  of 
the  National  Institutes  of  Health  in  1980  for  $2.46 
million. 

CCH  was  unique  for  four  reasons: 

1 .  CCH  was  funded  under  the  sponsorship  of  a 
Community  Action  Program,  Central  Mississippi, 
Inc. 

Formally  chartered  on  August  25,  1965,  Central 
Mississippi,  Inc.  (CMI)  was  an  outgrowth  of  the 
War  on  Poverty  in  the  mid- 1 960’ s,  launched  to  at- 
tack problems  encountered  by  all  poor  people 
throughout  the  country.  Locally,  a broad-based  or- 
ganization was  needed  to  address  the  numerous  ills 
encountered  in  this  rural  area  by  both  races.  From 
1965  to  1980  the  organization  expanded  and  altered 
its  scope  to  include  service  projects  such  as  aging 
programs,  crisis  intervention,  weatherization  of 
homes,  and  Headstart.  The  administration  of  these 
programs  was  handled  by  individual  directors  for 
each  program,  an  executive  director,  and  a broadly- 
based  governing  board.  The  board  was  composed 
of  36  members  representing  all  segments  of  the  local 
population.  In  fact,  as  stated  in  the  bylaws,  one- 
third  of  the  board  had  to  represent  low-income  res- 
idents, one-third  the  private  sector,  and  one-third 
the  public  sector. 

As  was  the  case  with  the  Milton  Olive  III  Foun- 
dation, the  original  grantee  institution  of  the  Holmes 
County  Health  Research  Project,  the  sponsorship 
by  CMI  institutionalized  community  input,  assuring 


that  community  representatives  would  be  involved 
in  all  aspects  of  the  project.  This  institutionalization 
was  carried  further  by  using  community  employees 
of  local  organizations  such  as  the  local  County  Ex- 
tension Office,  mental  health  system  and  other  sec- 
tors of  CMI  as  both  paid  and  in-kind  consultants. 

2.  All  intervention  and  education  was  performed 
by  locally  recruited  and  trained  paraprofessionals 
and! or  volunteers. 

The  key  role  in  the  conduct  of  CCH  was  that  of 
a Health  Counselor.  Two  separate  counselor  models 
were  devised.  One,  more  sophisticated  model,  was 
titled,  “Hypertension  Health  Counselor.”  These  in- 
dividuals were  recruited  from  within  the  community 
and  hired  as  full-time  paraprofessionals.  The  selec- 
tion of  individuals  to  be  trained  as  Hypertension 
Health  Counselors  was  based  on  four  criteria:  1) 
life-long  or  long-term  residence  in  the  area;  2) 
knowledge  of  and  activity  in  a variety  of  social 
networks  and  institutions  in  the  area;  3)  an  assertive, 
yet  sensitive,  personality  which  is  required  to  per- 
form the  management  and/or  behavior  modification 
functions  of  the  role;  and,  4)  a proven  ability  to 
communicate  with  all  types  of  community  residents, 
rich  and  poor,  black  and  white,  medical  providers 
as  well  as  consumers.  The  350  applications  received 
for  the  five  Hypertension  Health  Counselor  posi- 
tions confirmed  our  belief  that  our  Hypertension 
Health  Counselors  are  exceptional  individuals.  As 
these  individuals  were  not  previously  trained  in  any 
health  related  profession,  they  received  an  initial, 
intensive  120  hour  curriculum  oriented  toward  high 
blood  pressure  detection,  control,  and  prevention. 
Additionally,  their  knowledge  of  the  community, 
familiarity  with  the  residents,  and  their  insights  into 
social  structure  and  behavioral  processes  of  the  area 
made  them  an  indispensable  part  of  the  project. 

3.  CCH  consisted  of  a three-way  partnership  of 
locally  based  researchers,  outside  expert  consul- 
tants, and  local  practicing  physicians. 

The  involvement  of  local  physicians  was  facili- 
tated by  obtaining  the  services  of  Dr.  Sidney  A. 
Johnson,  a Goodman,  Mississippi,  general  practi- 
tioner. Dr.  Johnson  has  been  intensively  involved 
with  the  CCH  project  since  its  inception  and  now 
serves  as  Clinical  Director  of  RHRP,  while  main- 
taining his  private  practice.  At  present,  all  physi- 
cians in  the  immediate  area,  as  well  as  the  main 
local  hospital,  are  actively  involved  in  some  aspect 
of  our  wide  range  of  health  research. 

4.  CCH  provided  a model  for  conducting  health 
research  in  rural  areas,  which  has  proven  appli- 
cable to  a wide  range  of  research  topics. 

CCH  has  proven  highly  successful  both  in  achiev- 
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ing  its  research  objectives  and  controlling  the  blood 
pressures  of  local  people.  More  than  15  professional 
publications  and  30  scientific  presentations  have  re- 
sulted from  the  research  conducted  by  the  program. 
Additionally,  subjects  of  all  our  high  blood  pressure 
intervention  models  were  able  to  achieve  control 
rates  averaging  greater  than  80  percent. 

Perhaps  Ae  most  important  outgrowth  of  the  CCH 
project  is  the  lessons  learned  about  conducting  long- 
term health  related  research  in  this  poor,  rural,  med- 
ically underserved,  biracial  community.  First  among 
these  lessons  is  the  feasibility  and  necessity  of  using 
local  people  to  perform  demonstration  and  educa- 
tion research,  clinical  trials,  and  basic  research. 
Outside  researchers  have  occasionally  expressed 
skepticism  about  the  ability  of  non-degreed  para- 
professionals  to  perform  tasks  normally  undertaken 
by  clinical  psychologists,  nurses,  or  registered  die- 
ticians. Our  experience  has  shown  that  the  cultural 
sensitivity  and  knowledge  of  the  community  gained 
by  life-long  residence  in  the  area  is  more  important 
for  the  successful  conduct  of  a study  than  formal 
credentials.  This  is  not  to  say  that  the  field  staff 
used  by  the  program  are  in  any  way  naive  or  un- 
trained. As  stated  earlier,  at  the  beginning  of  the 
CCH  project,  the  field  staff  received  over  120  hours 
of  intensive  training  on  the  epidemiology  and  treat- 
ment of  hypertension,  interview  techniques,  and 
methods  of  effecting  the  prescribed  behavioral 
change.  Since  this  initial  training,  their  skills  have 
been  continually  updated  by  inservice  sessions  con- 
ducted by  local  professional  staff  as  well  as  profes- 
sionals brought  in  from  the  outside. 

Another  important  factor  in  the  success  of  RHRP 
is  the  fact  that  all  full-time  staff,  professional  and 
paraprofessional,  live  in  the  project  area.  For  con- 
ducting health  research  in  a rural  area  that  fact  has 
proven  to  be  a considerable  advantage.  Health  re- 
search projects,  which  are  based  at  medical  centers 
or  university  campuses  and  make  only  periodic  ex- 
cursions into  rural  areas  for  research  purposes,  are 
perceived  as  having  less  personal  investment  in  the 
local  area  than  researchers  who  have  the  vested  in- 
terests of  the  residents.  RHRP  is  accessible  to  the 
community  as  we  literally  have  to  live  with  the 
outcomes  of  our  research.  Also,  particularly  among 
a poor,  minority  population  in  central  Mississippi, 
large,  external  organizations  are  often  viewed  as 
self-serving  if  not  exploitive.  Through  its  longevity 
and  stability  RHRP  has  avoided  these  labels  and 
suspicions. 

This  model  of  on-site,  community-based  research 
by  resident  staff  has  allowed  the  conduct  of  a wide 
range  of  studies  beyond  the  original  CCH  project. 


These  include: 

1.  Community  Control  of  Hypertension; 

2.  Genetic  Markers  and  High  Pressure; 

3.  10  Year  Follow-Up  of  Blood  Pressure  in  Ad- 
olescents; 

4.  Tracking  of  Anti-Hypertensive  Medications; 

5.  Nutritional  Implications  of  Geophagy; 

6.  The  Role  of  Dietary  Sodium  and  Potassium  in 
Blood  Pressure; 

7.  INTERSALT,  The  Relationship  of  Urinary 
Electrolytes  to  Blood  Pressure  (Funded,  NIH); 

8.  The  Relationship  Between  Ponderal  Indices  and 
Blood  Pressure; 

9.  Black  and  White  Familial  Networks  as  Ex- 
pressed in  Family  Reunions  (Video  Tapes, 
Funded,  Miami  University); 

10.  Collaboration  with  University  of  Nebraska  — 
Factors  Related  to  Black  Teenage  Pregnancy; 

1 1 . Trials  of  Hypertension  Prevention  — Clinical 
Trial  (Funded,  NIH); 

12.  Health  Care-Seeking  Behavior  Among  Blacks 
with  Coronary  Heart  Disease  (Funded,  NIH); 

13.  Minority  Investigator  Award  (Funded,  NIH); 

14.  Biomedical  Research  Support  Grant  (Funded, 
NIH); 

15.  Cancer  Prevention  through  Dietary  Interven- 
tion (Proposed); 

16.  Hypertension  Risk  Reduction  in  Children  (Pro- 
posed); 

17.  Smoking  Cessation  in  a Rural,  Black  Popula- 
tion (Proposed),  and; 

18.  Relationship  of  Dietary  Fat  and  Cancer  of  the 
Prostate  (Proposed). 

The  expansion  of  RHRP  from  a single  externally 
funded  study  led  to  a number  of  organizational 
changes  for  the  program.  The  most  important  among 
these  was  changing  the  granteeship  from  Central 
Mississippi  Inc.  to  the  University  of  Mississippi. 
This  change  was  done  for  a number  of  reasons.  As 
multiple  sources  of  funding  were  explored  and  mul- 
tiple studies  were  undertaken,  the  resources  of  Cen- 
tral Mississippi  Inc.  were  severely  strained  in  the 
performance  of  an  activity  (research)  which  was  not 
part  of  their  original  service  mandate.  Also,  broader 
research  goals  increased  the  need  for  easier  access 
to  resources  such  as  libraries,  mainframe  com- 
puters, and  Institutional  Review  Boards;  such  re- 
sources only  a university  could  provide.  This  shift, 
however,  did  not  change  the  community  focus  of 
the  program.  Staff  and  offices  are  still  located  in 
Goodman,  Mississippi,  110  miles  from  the  main 
campus  of  the  University  of  Mississippi.  RHRP  be- 
came, in  essence  a branch  campus  of  the  University. 
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The  second  major  organizational  shift  for  RHRP 
occurred  in  February  1987,  when  the  program  was 
designated  as  a Program  Area  within  the  Research 
Institute  of  Pharmaceutical  Sciences  of  the  Univer- 
sity of  Mississippi,  and  was  recognized  and  com- 
mended by  the  state  legislature  as  an  organization 
charged  with  conducting  health  research  in  rural 
areas  throughout  Mississippi.  This  recognition  had 
the  practical  consequence  of  providing  the  program 
with  an  infusion  of  state  monies  allowing  the  pro- 
gram to  more  directly  address  the  needs  of  the  state 
and  its  people,  rather  than  having  the  direction  of 
research  completely  controlled  by  funding  oppor- 
tunities from  external  sources. 

Recruitment  of  Participants 

One  of  the  strengths  of  RHRP  has  been  its  ability 
to  recruit  and  retain  participants  for  its  research  ac- 
tivities. This  ability  has  been  enhanced  by  three 
factors; 

1)  Prescreening  of  participants  by  means  of  a 
series  of  5 percent  random  population  surveys  of 
health  risks.  Prescreening  allows  staff  to  devote  their 
time  to  recruiting  participants  that  are  highly  likely 
to  be  appropriately  classified  on  the  criteria  of  a 
large  number  of  health  risk  and  demographic  fac- 
tors. This  allows  the  luxury  of  recruitment  through 
face  to  face  contact,  making  the  best  possible  use 
of  our  indigenous  interviewers  and  allowing  us  to 
make  a complete  and  detailed  explanation  of  the 
implications  and  requirements  of  our  research. 

2)  Recruitment  is  informed  by  prior  basic  social 
research.  From  1971  until  the  present  health  ori- 
ented research  has  been  supplemented  by  social  re- 
search. Social  research  has  provided  us  an  enhanced 
understanding  of  the  needs  of  the  community  and 
its  social  organization  which  has  allowed  us  to  struc- 
ture research  locally  acceptable  and  beneficial. 

3)  All  research  activities  contain  a service  com- 
ponent for  the  community.  This  service  component 
assures  continued  cooperation  with  the  community 
and,  along  with  our  on-site  location,  helps  gain  the 
community’s  trust  and  understanding. 

These  methods  of  recruitment  have  led  to  coop- 
eration rates  of  99  percent  for  basic  surveys,  100 
percent  for  self-help  group  organization,  85  percent 
for  clinical  trials,  which  has  included  aversive  pro- 
cedures such  as  venapuncture  and  24-hour  urine 
collection,  and  80  percent  for  longitudinal  studies. 
These  high  rates  of  cooperation  coupled  with  ex- 
tensive survey  data  make  the  new  research  efforts 
efficient,  cost  effective,  and  highly  likely  to  suc- 
ceed. RHRP  success  has  led  to  faculty  participation 
in  two  national  workshops  addressing  the  problems 


on  recruitment  for  clinical  studies;  our  model  was 
adopted  by  both  workshops  as  the  most  effective. 

As  the  role  of  RHRP  expands  we  seek  to  continue 
our  dialogue  with  the  Mississippi  medical  care  com- 
munity. The  practicing  physician  and  other  health 
care  professionals  are  the  best  sources  of  informa- 
tion about  research  needs,  opportunities,  and  strat- 
egies. We  at  RHRP  invite  communication,  coop- 
eration, and  collaboration  with  those  who  share  our 
interests  and  commitment.  The  program  exists  to 
investigate  the  health  problems  of  rural  Mississip- 
pians.  The  on-site  faculty  have  a wide  range  of 
expertise.  However,  we  invite  the  involvement  of 
professionals  external  to  us  who  have  definite  re- 
search interests  on  rural  health  problems.  ★★★ 

P.O.  Box  283  (39079) 
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A PATIENT  WHO  WAS  having  problems  in  applying 
even  pressure  to  his  ileostomy  device,  in  order  to 
better  obtain  adherence,  devised  an  appliance  that 
may  be  easily  constructed  in  a home  shop.  It  is 
helpful  in  applying  firm  pressure  around  the  entire 
ileostomy  stoma  area,  resulting  in  better  adherence 
of  the  ileostomy  device  to  the  skin. 

The  device  consists  of  three  pieces  of  laminated 
plywood,  4"  square,  that  are  glued  or  stapled  to- 
gether. The  middle  piece  of  plywood  is  left  intact. 
The  piece  of  plywood  that  will  be  used  to  press 
against  the  appliance  has  a 214"  diameter  hole  re- 
moved from  the  center;  and  the  piece  of  plywood 
that  will  be  the  furthest  from  the  body  has  a 1" 
diameter  hole  removed  from  the  center.  This  1" 


Figure  1 . A diagrammatic  representation  of  the  pieces 
needed  to  fit  together  for  manufacture  of  the  tool. 


The  authors  are  engaged  in  the  private  practice  of  urological 
surgery  in  Tupelo. 


Figure  2.  Demonstrates  the  position  of  the  tool  against 
the  door  or  wall,  when  applied  to  the  body. 


diameter  will  accept  a 1"  diameter  dowel  or  plastic 
pipe.  The  plastic  pipe  is  placed  against  the  wall  and 
into  the  1"  socket  created  by  the  hole  in  the  plywood. 
This  creates  an  even  pressure  that  is  transmitted 
through  the  surface  of  the  plywood,  so  that  the  il- 
eostomy device  is  better  and  more  evenly  sealed 
around  the  periphery  of  the  ileal  loop  as  it  exits  the 
body.  It  will  enable  the  patient  to  better  care  for  the 
ileostomy  device  alone,  while  keeping  both  hands 
free. 

Figure  1 is  a diagrammatic  representation  of  the 
pieces  needed  to  fit  together  for  the  rather  simple 
manufacture  of  the  tool.  Figure  2 is  a photograph 
of  a person  demonstrating  the  position  of  the  tool 
against  the  door  or  wall,  when  applied  to  the  body. 
Further  information  may  be  obtained  from  Mr.  Carl 
D.  Swofford,  Route  3,  New  Albany,  Mississippi, 
38652. 

809  Garfield  St.  (38801) 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


SPECIAL  ARTICLES 


Medicaid  Today 


IMedicaid  is  doing  too  little  for  too  few  of 
America’s  poor.  But  who  are  those  who  are  left 
out? 

Just  over  half  are  employees  and  their  depend- 
ents. A young  mother  who  does  not  qualify  for 
public  assistance  because  she  works  for  minimum 
wage  at  a fast-food  store  could  be  left  out,  as  could 
a family  with  a handicapped  child  whose  expenses 
consume  the  breadwinner’s  paycheck.  The  seasonal 
factory  worker  may  be  excluded  in  some  states  if 
his  family  is  “intact”  — that  is,  if  the  family  has 
two  parents  living  at  home  and  therefore  is  ineligible 
for  AFDC.  Single  persons  and  childless  couples  are 
excluded  from  many  states’  Medicaid  programs,  no 
matter  how  poor  these  individuals  may  be. 

A closer  look  at  Medicaid  today,  from  eligibility 
requirements  to  benefits  and  services  to  financial 
management,  reveals  how  it  fails  these  Americans. 

Eligibility  and  Enrollment 

Eligibility  for  Medicaid  is  defined  by  a complex 
set  of  guidelines  specifying  groups  of  people  for 
whom  coverage  is  mandatory  and  groups  of  people 
for  whom  coverage  is  optional. 

Mandatory  Groups 

Table  1 lists  those  categories  of  persons  for  whom 
eligibility  is  “mandatory”  under  the  Medicaid  pro- 
gram and  illustrates  how  closely  eligibility  for  Med- 
icaid is  linked  to  eligibility  for  public  assistance. 
These  rules  for  defining  public  assistance  eligibility 
vary  greatly  from  state  to  state.  For  example,  in 
1986,  a family  of  three  living  in  Alabama  would 
have  to  earn  less  than  $1,416  per  year  to  qualify 
for  AFDC  and,  therefore,  Medicaid.  The  same  fam- 
ily living  in  Utah  could  earn  as  much  as  $8,316  and 
obtain  Medicaid  assistance.* 


Reprinted  from  “Including  the  Poor,’’  published  by  the  Ad 
Hoc  Committee  on  Medicaid/The  Health  Policy  Agenda  for 
the  American  People. 


The  Health  Policy  Agenda  for  the  Ameri- 
can People  (HPA)  is  a coalition  of  172  public 
and  private  sector  organizations  committed 
to  improving  the  nation's  health  care  sys- 
tem. Expansion  of  Medicaid  was  identified 
by  the  HPA  as  one  of  the  nation's  most  ur- 
gent health  care  issues.  The  Ad  Hoc  Com- 
mittee on  Medicaid  has  made  recommen- 
dations for  eight  major  reforms  to  increase 
the  effectiveness  of  the  program.  This  article 
is  taken  from  "Including  the  Poor,"  a pub- 
lication describing  the  committee's  finding. 
Copies  of  the  complete  report  are  available 
from  the  MSMA  office. 


As  of  1988,  the  average  income  threshold  for 
AFDC  eligibility  was  $4,792  per  year  for  a family 
of  three  — only  49  percent  of  the  federal  poverty 
level  of  $9,690  in  annual  income  for  a family  of 
three.  Thirty-two  states,  as  well  as  the  three  terri- 
tories, set  the  maximum  income  for  qualifying  for 
public  cash  assistance  at  less  than  half  of  the  federal 
poverty  level.'  In  Figure  1,  the  graph  shows  over 
time  the  gap  between  the  number  of  Americans  in 
poverty  and  those  covered  by  Medicaid;  the  second 
table  summarizes  state-set  eligibility  levels  for  Med- 
icaid as  a percentage  of  poverty  (see  Table  2). 

Not  only  is  the  maximum  income  level  well  be- 
low the  poverty  line  in  most  states,  but  these  income 
levels  are  not  automatically  adjusted  upward  from 
year  to  year.  Thus,  as  costs  and  inflation  continue 
to  rise,  applicants  have  to  be  relatively  poorer  to 
qualify  for  public  assistance  and  Medicaid. 

Federal  law  also  requires  states  to  impose  an 
“assets  test”  on  applicants  to  determine  eligibility 
for  public  assistance.  If  a public  assistance/Med- 
icaid  applicant’s  assets  or  personal  possessions,  ex- 
cluding a home  or  a car  worth  less  than  $1 ,500,  are 
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valued  above  set  dollar  levels,  he  or  she  may  be 
considered  ineligible  for  public  assistance,  regard- 
less of  actual  income.  In  some  states,  the  assets  test 
may  be  extended  to  members  of  the  applicant’s  im- 
mediate family. 

Extending  Coverage  and  Simplifying  Eligibility 
Federal  rules  do  require  state  Medicaid  programs 
to  cover  a few  persons  who  do  not  strictly  qualify 
in  terms  of  income  or  family  circumstances.  For 
instance,  states  must  provide  coverage  by  1990  for 

TABLE  1 

MANDATORY  COVERAGE  GROUPS  FOR 
STATE  MEDICAID  PROGRAMS,  1988 


1 . Recipients  of  AFDC 

2.  Certain  pregnant  women  and  children  not  eligible  for  AFDC 

3.  Working  families  losing  AFDC  due  to  employment  or  increased 
earnings 

4.  “Deemed”  recipients  of  AFDC  — e.g.,  those  qualifying  for  AFDC 
but  eligible  to  receive  less  than  $10  per  month 

5.  The  aged,  blind  and  disabled  covered  under  SSI 

6.  Individuals  receiving  mandatory  state  supplements  to  SSI 

7.  Individuals  ineligible  for  AFDC  or  SSI  because  of  requirements 
inapplicable  under  Medicaid 


pregnant  women  and  their  infants  if  their  incomes 
are  below  the  federal  poverty  line,  and  for  some 
children  of  two-parent  families  who  meet  Medic- 
aid’s income  requirements  but  would  otherwise  be 
ineligible  because  both  parents  are  at  home. 

Another  way  the  federal  government  has  at- 
tempted to  facilitate  access  to  health  care  is  to  allow 
state  programs  to  use  a “presumptive  eligibility’’ 
standard,  meaning  that  health  care  providers  are 
allowed  to  presume  an  applicant  is  eligible.  These 
patients  can  receive  treatment  immediately,  rather 
than  having  to  wait  weeks  or  longer  for  paperwork 
to  officially  verify  their  eligibility. 

Optional  Groups 

The  federal  government  also  identifies  a number 
of  “optional”  groups  a state  may  consider  for  cov- 
erage. The  purpose  of  specifying  these  is  to  en- 
courage states  to  extend  Medicaid  coverage  to  poor 
persons  not  otherwise  meeting  the  categorical  eli- 
gibility requirements. 

Thirty-five  states  and  the  District  of  Columbia 
include,  in  some  way,  “Medically  Needy”  persons 
in  Medicaid.  These  are  individuals  or  families  with 
family  incomes  exceeding  the  Medicaid  eligibility 


TABLE  2 

AFDC  AND  MEDICAID  ELIGIBILITY  THRESHOLDS  AND  INCOME  LEVELS,  1988 


State 

Income 

% of  Poverty 

State 

Income 

% of  Poverty 

Alabama 

$1,416 

14.6 

Montana 

$4,308 

44.5 

Alaska 

9,348 

77.2 

Nebraska 

4,368 

45.1 

Arizona 

3,516 

36.3 

Nevada 

3,960 

40.9 

Arkansas 

2,448 

25.3 

New  Hampshire 

5,952 

61.4 

California 

7,956 

82.1 

New  Jersey 

5,088 

52.5 

Colorado 

5,052 

52.1 

New  Mexico 

3,168 

32.7 

Connecticut 

6,408 

66.1 

New  York 

6,468 

66.7 

Deleware 

3,828 

39.5 

North  Carolina 

3,192 

32.9 

Dist.  of  Columbia 

4,548 

46.9 

North  Dakota 

4,452 

45.9 

Florida 

3,300 

34.1 

Ohio 

3,708 

38.3 

Georgia 

4,512 

46.6 

Oklahoma 

5,652 

58.3 

Hawaii 

6,684 

59.9 

Oregon 

5,040 

52.0 

Idaho 

3,648 

37.6 

Pennsylvania 

4,608 

47.6 

Illinois 

4,104 

42.4 

Rhode  Island 

6,204 

64.0 

Indiana 

3,456 

35.7 

South  Carolina 

4,836 

49.9 

Iowa 

4,728 

48.8 

South  Dakota 

4,392 

45.3 

Kansas 

4,812 

49.7 

Tennessee 

4,380 

45.2 

Kentucky 

2,616 

27.0 

Texas 

2,208 

22.8 

Louisiana 

2,280 

23.5 

Utah 

8,316 

85.8 

Maine 

6,876 

71.0 

Vermont 

7,548 

77.9 

Maryland 

4,524 

46.7 

Virginia 

3,492 

36.0 

Massachusetts 

6,600 

68.1 

Washington 

5,904 

60.9 

Michigan 

6,864 

70.8 

West  Virginia 

2,988 

30.8 

Minnesota 

6,384 

65.9 

Wisconsin 

6,204 

64.0 

Mississippi 

4,416 

45.6 

Wyoming 

4,320 

44.6 

Missouri 

3,384 

34.9 

Average  State 

$4,792 

48.9 

Source:  National  Governors’  Association,  July,  1988. 
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limit,  but  also  having  sufficiently  high  medical  ex- 
penses so  that  remaining  income,  net  of  these  med- 
ical expenses,  falls  below  the  eligibility  level.  The 
states’  income  thresholds  for  defining  such  groups 
may  be  as  much  as  one-third  higher  than  those  used 
to  establish  Medicaid  eligibility  by  means  of  the 
AFDC  link.2 

Other  definitions  of  optional  groups  include  in- 
dividuals who  would  be  eligible  for  public  assist- 
ance if  child  care  costs  were  deducted  from  earnings 
as  well  as  disabled  children  eligible  for  Medicaid 
coverage  if  they  were  institutionalized  but  instead 
live  at  home.  Table  3 shows  state  by  state  variations 
in  coverage  of  optional  groups  as  of  1988. 

But  despite  states’  ability  to  include  optional 
groups  in  their  Medicaid  programs,  the  overwhelm- 
ing number  of  beneficiaries  — almost  80  percent 
— are  still  those  who  fall  into  the  mandatory  eli- 
gibility groupings.^  As  a result,  access  to  health  care 
is  not  determined  by  need  for  services,  but  rather 
by  eligibility  for  these  forms  of  public  cash  assist- 
ance. 

In  recent  years,  the  federal  government  has  made 
efforts  to  improve  eligibility  rules  by  expanding  the 
definitions  of  mandatory  coverage  groups,  as  well 
as  by  specifying  more  optional  groups  for  states  to 
consider  for  Medicaid  coverage.  But  these  improve- 
ments are  only  incremental  reforms.  Moreover,  gains 
in  access  have  been  offset  by  other  actions  by  both 
federal  and  state  governments  — attempting  to  deal 
with  their  own  fiscal  and  political  realities  — to 
control  the  growth,  even  shrink  the  size,  of  Med- 
icaid. The  bottom  line  after  two  decades  of  change 
is  that  today,  1 1 million  persons  live  in  poverty  who 
are  without  any  form  of  health  insurance  coverage 
and  yet  they  cannot  qualify  for  Medicaid. 

Enrollment  and  Spending 

Medicaid  now  serves  two  distinct  populations  with 
very  different  health  care  needs:  1 . the  elderly,  blind 
and  disabled  (SSI-eligible),  and  2.  families  and  chil- 
dren (AFDC-eligible). 

The  elderly,  blind  and  disabled  (SSI-eligible) 
population  comprises  a small  and  relatively  constant 
portion  of  all  Medicaid  participants  — about  30 
percent  — but  now  accounts  for  approximately  three- 
quarters  of  the  spending.^  Members  of  this  group 
primarily  use  long  term  custodial  care  services,  typ- 
ically received  in  skilled  nursing  homes,  interme- 
diate care  facilities  or  from  home  health  care  profes- 
sionals. 

In  fact,  the  largest  component  of  the  Medicaid 
budget  is  spent  on  nursing  home  services.  And,  as 
of  1984,  expenditures  for  services  delivered  in  In- 


FIGURE  1 

NUMBERS  OF  MEDICAID  RECIPIENTS  AND  PERSONS 
BELOW  POVERTY  LEVEL,  U S. 
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Persons  living  below  poverty  level 

Medicaid  recipients 

Ratio  of  Medicaid  recipients  to  persons  below  poverty  level  is 
in  parentheses  above  each  year 
Source:  National  Governors’  Association. 

termediate  Care  Facilities  for  the  Mentally  Retarded 
(ICF/MR),  represented  12  percent  of  the  total  Med- 
icaid budget,  or  $4.2  billion.  This  spending  now 
represents  one  out  of  every  four  dollars  of  Medicaid 
expenditures  for  long  term  care.^ 

In  contrast,  AFDC-eligible  beneficiaries  com- 
prise approximately  70  percent  of  Medicaid  partic- 
ipants but  account  for  only  one-quarter  of  all  funds 
spent.  Their  health  care  needs  are  typically  for  pre- 
ventive services,  such  as  check-ups  or  well-baby 
care,  and  care  of  acute  illnesses  or  injuries. 

The  dramatic  difference  in  the  levels  of  spending 
for  these  types  of  care  is  the  result  of  the  strong 
link  between  Medicaid  eligibility  and  eligibility  for 
other  categorical  programs.  Under  pressure  to  con- 
tain costs  at  the  state  level,  policy  makers  have 
restricted  spending  by  tightening  state-defined  eli- 
gibility requirements  for  their  AFDC  programs.  But 
at  the  same  time,  eligibility  requirements  for  SSI 
programs  have  not  been  subjected  to  similar  restric- 
tions by  the  federal  government. 

What  Happens  to  Those  Left  Out 
Low-income  people  — many  of  whom  are  work- 
ing or  are  children  — who  are  unable  to  obtain 
Medicaid  have  no  security  within  the  health  care 
system.  Because  they  cannot  pay,  they  frequently 
may  not  seek  care  and  when  they  do,  they  may  even 
be  denied  care.  If  and  when  they  ultimately  obtain 


APRIL  1989 


121 


TABLE  3 

COVERAGE  FOR  OPTIONAL  MEDICAID  GROUPS,  1988 


Families  With  an 

States  Medically  Needy  Unemployed  Parent 

Child  Care  Costs 
Paid  by  State 

Eligible  But  Not 
Receiving  Cash  Assistance 
(AFDC/SSI) 

Severely  Disabled  Children 
Living  at  Home 

Alabama 

Alaska 

• 

Arizona 

Arkansas  • 

• 

California  • 

• 

Colorado 

• 

• 

Connecticut  • 

• 

• 

Delaware 

• 

Dist.  of  Columbia  • 

• 

• 

• 

Florida  • 

• 

Georgia  • 

• 

• 

Hawaii  • 

• 

• 

• 

Idaho 

• 

• 

Illinois  • 

• 

Indiana 

Iowa  • 

• 

• 

Kansas  • 

• 

Kentucky  • 

• 

Louisiana  • 

• 

Maine  • 

• 

• 

• 

Maryland  • 

• 

• 

Massachusetts  • 

• 

• 

• 

Michigan  • 

• 

Miimesota  • 

• 

• 

• 

• 

Mississippi 

Missouri 

• 

• 

Montana  • 

• 

• 

• 

Nebraska  • 

• 

Nevada 

• 

New  Hampshire  • 

• 

New  Jersey  • 

• 

• 

New  Mexico 

New  York  • 

• 

• 

• 

North  Carolina  • 

• 

North  Dakota  • 

Ohio 

• 

• 

Oklahoma  • 

• 

• 

Oregon  • 

• 

• 

Pennsylvania  • 

• 

• 

• 

Rhode  Island  • 

• 

• 

• 

• 

South  Carolina 

• 

South  Dakota 

• 

Tennessee  • 

Texas  • 

Utali  • 

• 

• 

Vermont  • 

• 

• 

Virginia  • • 

Washington  • 

• 

• 

West  Virginia  • 

• 

• 

Wisconsin  • 

• 

• 

• 

• 

Wyoming 


treatment,  it  may  be  delivered  in  the  wrong  place, 
at  the  wrong  time,  and  in  a way  that  is  not  cost- 
effective. 

A poor  person  who  is  forced  to  pay  for  health 
care  out  of  his  or  her  own  pocket  may  avoid  pre- 
ventive care  or  postpone  treatment  for  specific  prob- 
lems until  the  illness  is  severe.  In  fact,  people  who 
are  poor,  sick  and  uninsured  average  six  ambulatory 
care  visits  a year,  but  those  with  insurance  who  are 
also  in  poor  health  average  10  visits  a year.  A 1986 
survey  estimated  that  19  million  Americans  en- 
countered difficulty  in  obtaining  health  care  due  to 
financial  barriers.'* 

What  happens  when  a poor,  uninsured  person 
becomes  so  ill  that  care  cannot  be  postponed  or 
avoided?  He  or  she  might  be  treated  on  an  emer- 
gency basis  at  the  first  hospital  he  or  she  goes  to. 
If  the  bill  for  the  treatment  cannot  be  paid,  the 
provider  either  accounts  for  the  cost  as  “uncom- 
pensated” or  “unsponsored”  charity  care  to  be  sub- 
sidized by  contributions  or  profit,  or  writes  it  off 
as  bad  debt.  Hospitals  reported  a total  of  $9.8  billion 
in  the  cost  of  unsponsored  care  in  1986.  This  figure 
grew  by  58  percent  between  1984  and  1986,  up 
from  $5.7  billion.^ 

But  in  an  era  of  cost  containment  and  rigid  pay- 
ment structures,  funding  this  increasing  volume  of 
charity  care  is  less  manageable  for  providers.  Few 
doctors  or  hospitals,  no  matter  how  compassionate 
they  may  be,  can  afford  to  continue  to  render  sub- 
stantial amounts  of  treatment  with  either  no  or  se- 
verely constricted  payment  received  in  return. 

These  circumstances  do  not  allow  the  health  care 
system  to  do  its  job  properly.  Hospital  emergency 
rooms  are  too  frequently  used  to  provide  routine 
care,  tying  up  resources  and  personnel  better  suited 
to  genuine  emergencies;  and  seriously  ill  patients 
receive  costly  and  intensive  treatment  that  could  be 
avoided  if  they  had  access  to  preventive  or  early 
treatment.  Moreover,  a significant  number  of  per- 
sons fail  to  receive  care  at  all. 

Benefits 

The  federal  government  specifies  the  basic  serv- 
ices that  states  must  cover  in  their  Medicaid  pro- 
grams. Required  benefits  include  coverage  for  serv- 
ices from  health  care  professionals,  inpatient  and 
outpatient  services  in  hospitals  or  clinics,  laboratory 
and  x-ray  tests,  and  periodic  diagnosis  of  illnesses 
for  children  and  young  adults  under  age  21.  Table 
4 lists  these  mandatory  benefits  as  well  as  the  op- 
tional benefits,  such  as  emergency  hospital  care, 
transportation  and  dental  care,  that  states  may  also 
offer. 


TABLE  4 

MANDATED  BENERTS 

Services  Required  for  Those  Who  Are  Categorically  Eligible 

• Inpatient  hospital  services  (not  including  tuberculosis  and  mental 
health  facilities) 

• Outpatient  hospital 

• Rural  health  clinic  services 

• Laboratory  and  x-ray  services 

• Skilled  nursing  facility  services  for  patients  over  age  21 

• Early  and  periodic  screening,  diagnosis  and  treatment  (EPSDT)  for 
beneficiaries  under  age  21 

• Family  planning  services  and  supplies 

• Physician  services 

• Nurse-midwife  services 

• Home  health  services 

Federally-required  services  for  the  medically  needy 

• Ambulatory  services  for  children  under  18  and  people  entitled  to 
institutional  services 

• Prenatal  care  and  delivery  services 

• Home  health  services  for  individuals  entitled  to  skilled  nursing  fa- 
cility services 

• Transportation  services 

Major  Optional  Services  That  States  May  Elect  to  Provide 

• Clinic  services 

• Private  duty  nursing  services  and  personal  care  services  delivered  at 
home 

• Dental  services 

• Outpatient  physical  and  occupational  therapy  and  related  outpatient 
services,  including  speech,  hearing  and  language  therapy 

• Eyeglasses  and  prescribed  drugs,  dentures  and  prosthetic  devices 

• Services  performed  by  podiatrists,  optometrists,  chiropractors  and 
other  specified  practitioners,  such  as  psychologists,  audiologists, 
nurse  practitioners  and  Christian  Science  practitioners 

• Other  diagnostic,  screening,  preventive  and  rehabilitative  services 

• Inpatient  psychiatric  facility  services  for  individuals  age  21  and  under 

• Hospice  care 

• Transportation  services 

• Institutional  tuberculosis  care  for  patients  65  and  over 

• Institutional  mental  health  care  for  patients  65  and  over 

• Care  in  skilled  nursing  facilities  for  patients  age  21  and  over 

• Emergency  hospital  services 

• Additional  waiver  services  as  specified  by  states  for  selected  jxip- 
ulations  (e.g.,  the  homebound  elderly) 


But  states  may  tightly  limit  how,  when  and  for 
how  long  these  services  will  be  covered.  For  ex- 
ample, Medicaid  recipients  may  be  restricted  to  very 
limited  numbers  of  refills  for  prescribed  medica- 
tions, or  be  allowed  to  spend  only  12  days  per  year 
in  a hospital.  Medicaid  patients  may  be  required  to 
go  to  certain  clinics  or  hospitals  to  receive  care;  or 
states  may  specifically  exclude  or  only  partially  cover 
certain  procedures,  such  as  routine  physical  exams 
required  to  attend  school  or  to  get  a job. 

States  do  offer  the  broad  categories  of  care  spec- 
ified by  the  federal  government.  But  within  these 
broad  categories,  latitude  for  variability  in  care  not 
only  exists  but  is  exercised  so  that  benefits  vary 
widely  from  state  to  state. 
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Reimbursement  Structure 

The  funding  and  reimbursement  structure  of  Med- 
icaid hinders  its  ability  to  provide  consistent  access 
to  needed  health  care  services  and  discourages  pro- 
viders from  participating  in  the  program.  The  prob- 
lems can  be  traced  to  the  federal/state  funding  method 
and  state  control  over  reimbursement  rates. 

Inconsistent  Spending 

Medicaid  is  jointly  funded  by  the  federal  gov- 
ernment and  the  states.  The  federal  government  pro- 
vides a proportional  match  of  state-allocated  pay- 
ments for  reimbursable  expenses.  The  intent  of  the 
matching  formula  is  to  generate  equivalent  amounts 
of  spending  from  state  to  state  by  offsetting  differ- 
ences in  states’  capacities  to  fund  the  program. 

In  reality,  states  do  not  spend  equivalent  amounts. 
For  example,  in  New  York,  which  received  a 50 
percent  match  in  1985,  an  average  of  $3,384  was 
spent  per  recipient  that  year;  in  Mississippi,  which 
received  a 77  percent  match,  average  spending  per 
recipient  was  $915  as  of  the  same  year.^  These 
differences  result  in  wide  discrepancies  in  the  qual- 
ity of  care  that  can  be  purchased  from  state  to  state, 
above  and  beyond  variations  that  may  be  observed 
in  costs  and  local  economies. 

Moreover,  these  differences  among  states  are  less 
the  result  of  the  matching  fund  arrangement  than  of 
the  states’  own  political  and  budgetary  decisions 
about  the  quantity  of  care  they  wish  to  offer  their 
poor  citizens.  In  fact,  several  studies  indicate  that 
revising  the  matching  formula  would  not  fully  elim- 
inate the  spending  variations  even  though  more  eq- 
uitable distribution  of  tax  burdens  relative  to  states’ 
financial  capacities  would  be  anticipated.* 

Low  Pay,  Slow  Pay 

The  states  assume  the  responsibility  for  reim- 
bursing health  care  providers,  and,  just  as  with 
eligibility  and  benefits,  they  have  considerable  flex- 
ibility in  developing  and  administering  reimburse- 
ment policies. 

When  Medicaid  was  enacted,  reimbursement  for 
inpatient  hospital  services  and  nursing  homes  was 
linked  to  Medicare’s  calculation  of  “reasonable 
costs.’’  Since  1980,  however,  a number  of  Congres- 
sional actions  have  permitted  states  to  establish  dif- 
ferent methodologies  for  paying  hospitals  and  phy- 
sicians. States  responded  with  different  payment 
mechanisms,  but  overall  the  actions  they  took  re- 
duce reimbursements.  Research  has  shown  that  pay- 


ment rates  for  many  providers  are  not  close  enough 
to  prevailing  rates  to  encourage  broad  participation. 
For  example,  the  average  Medicaid  reimbursement 
for  a brief  physician  office  visit  in  California  is 
$11.04,  compared  to  $34.04  paid  by  Blue  Cross/ 
Blue  Shield  in  that  state  and  for  the  same  service.’ 
Similarly,  Medicaid’s  average  payment  for  obstet- 
rical care  is  $1 ,310,  compared  to  a national  average 
of  $3,440  for  such  care  delivered  in  the  non-gov- 
emment  sector.®  The  result  is  that  many  types  of 
care  are  virtually  unavailable  to  many  Medicaid 
beneficiaries. 

States  that  offer  extensive  packages  of  Medicaid 
benefits  may  limit  reimbursement  in  another  way: 
pay  less  for  each  of  many  services,  rather  than  pay 
closer  to  the  market  rate  for  just  a few  services. 
With  a few  exceptions,  low  payment  rates  generally 
correlate  with  a large  number  of  Medicaid  benefits, 
and  vice  versa.® 

To  administer  these  payment  systems,  states  also 
require  extensive  documentation  of  services  ren- 
dered. The  paperwork  is  cumbersome  and  confusing 
and,  when  combined  with  typical  slow-pay  policies, 
states’  Medicaid  bills  may  be  paid  months  after  serv- 
ice is  rendered.  These  delays  tend  to  further  dis- 
courage provider  participation  in  the  program. 

★★★ 
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NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board  eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CM  E opportunities. 

• Flexible  drilling  options. 

*Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 


TOIRO 

INFIRMARY 

CENTER  FOR  CHRONIC  PAIN 
AND  DISABILITY  REHABILITATION 

• Comprehensive  combined  evaluation 

• Multi-specialty  team  selection  of 

and  treatment 

consultants 

• 4 to  5 week  inpatient  program 

• Weekly  reports  and  conferences 

Rehab/medication/emotional  management 

• Physical  capacity  and  work  evaluation 

• Preadmission  review  and  interview  of  ail  cases 

• Physican  referrals 

• Accredited  by  the  Commission  on 

• 11  years  Mew  Orleans  experience  with 

Accreditation  of  Rehabilitation  Facilities 

1,400  patients 

Referrals/Info 

R.H.  Morse,  M.D. 

Jackie  Chauvet  (504)  897-8404 

Medical  Director 
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DAVID  R.  STECKLER,  M.D. 

Changes  Recommended  in  Medicare  Payment 

Xhe  Physician  Payment  Review  Commission  has  recently  issued  its  preliminary 
recommendations  to  Congress  to  (in  the  Commission’s  words)  “rationalize  the 
pattern  of  payments  to  physicians  by  Medicare  and  to  slow  the  rate  of  increase 
in  program  costs  so  they  are  affordable  to  the  beneficiaries  and  the  taxpayers.” 
These  recommendations  should  be  of  particular  interest  to  our  profession  not  only 
because  of  their  impact  on  Medicare  but  also  on  other  third  party  payors. 

You  will  recall  that  the  Commission  was  established  by  Congress  as  an  advisory 
body  on  Medicare  Physician  Payment  issues.  The  Commission  is  composed  of 
physicians,  economists  and  others  and  one  of  the  physician  members  of  the 
Commission,  Dr.  Jim  Bob  Brame  of  Texas,  will  be  a speaker  at  our  upcoming 
annual  session. 

The  Commission  is  recommending  four  changes  pertaining  to  the  Medicare 
program.  These  include;  a Medicare  fee  schedule  based  primarily  on  resource 
costs  following  the  methodology  (with  refinements)  of  the  Harvard  Resource 
Based  Relative  Value  Study  Project;  limits  on  balance  billing  to  Medicare  ben- 
eficiaries; establishment  of  expenditure  targets;  and  increased  research  on  effec- 
tiveness of  medical  services  and  development  of  practice  guidelines. 

The  Medicare  fee  schedule  recommended  by  the  Commission  would  be  phased 
in  over  several  years  and  include  all  specialties.  The  fee  schedule  would  consist 
of  a Relative  Value  Scale  (RVS)  indicating  the  value  of  each  service  or  procedure 
relative  to  others,  a conversion  factor  to  translate  the  RVS  into  a fee  for  each 
service,  and  a geographic  multiplier. 

The  Commission’s  recommendations  concerning  a conversion  factor  and  geo- 
graphic multiplier  are  of  particular  significance.  The  Commission  recommends 
that  the  geographic  multiplier  reflect  only  variation  in  overhead  costs  of  practice 
and  states  that  “the  amount  physicians  receive  for  their  time  and  effort,  after 
subtracting  overhead  costs,  should  not  vary  by  locality.”  The  Commission  also 
recommends  that  the  conversion  factor  used  to  translate  the  RVS  into  a fee 
schedule  be  updated  annually  but  included  as  one  element  in  a conversion  formula 
would  be  the  difference  between  targeted  and  actual  expenditures. 

(Continued  on  page  127) 
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Billboards 

Have  you  noticed  a cigarette  commercial  on  a 
billboard  lately?  If  so,  is  there  a real  difference 
between  this  form  of  advertising  and  television  ad- 
vertising? 

If  the  family  automobile  is  considered  an  exten- 
sion of  the  family  living  room,  there  is  no  real 
difference.  Should  our  children,  riding  on  public 
highways,  be  involuntarily  exposed  to  misleading 
advertising  promoting  a loiown  health  hazard?  If 
not,  shouldn’t  organized  medicine  press  for  the  re- 
moval of  advertisements  for  all  tobacco  products 
from  billboards?  This  would  seem  to  be  a logical 
step  in  the  continuing  fight  against  the  hazards  of 
tobacco. 

George  E.  Abraham,  M.D. 

Associate  Editor 

PRESIDENT'S  PAGE 

(Continued  from  page  126) 

Following  the  Commission’s  recommendations, 
target  rates  of  increase  would  not  vary  substantially 
the  first  few  years  from  baseline  rates  of  increase 
and  would  begin  with  a single  target  at  the  national 
level.  Based  on  experience  and  further  refinement, 
however,  the  Commission  anticipates  multiple  tar- 
gets evolving  for  states  or  carrier  areas  or  for  cat- 
egory of  services.  Broadening  the  target  to  include 
the  rate  of  hospital  admissions  is  also  indicated  as 
a possible  direction. 

The  Commission  believes  that  expenditure  targets 
will  not  alter  the  financial  incentives  for  individual 
physicians  and  their  patients.  Rather,  the  Commis- 
sion sees  the  incentives  falling  to  the  physician  com- 
munity which  would  respond  through  education  and 
through  support  of  peer  review. 

(Continued  on  page  134) 
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Medico-Legal  Brief 

Company  and  Company  Physicians 
Liable  for  Concealing  Employees'  Diseases 

A company,  company  physicians,  and  others  were 
liable  for  concealing  employees’  asbestos-related 
diseases,  a New  Jersey  appellate  court  ruled. 

Several  employees  or  their  widows  filed  suit 
against  the  company  where  they  worked  and  against 
its  physicians  for  failure  to  warn  them  of  the  known 
risks  of  asbestos  and  their  resulting  asbestos-related 
medical  conditions.  The  employees  were  all  in- 
volved in  working  with  pipes  and  tank  insulation  in 
the  company’s  plants.  They  worked  with  and  around 
asbestos-containing  material  on  a frequent  basis. 
Each  employee  received  an  annual  physical  exam- 
ination and  chest  X-rays  from  the  company  physi- 
cians. They  claimed  that  they  were  not  told  that 
anything  was  wrong  with  them. 

On  remand  from  an  earlier  decision,  a trial  court 
awarded  them  compensatory  and  punitive  damages 
in  the  amount  of  $1,382,500.  Affirming  the  deci- 
sion, the  appellate  court  said  that  there  was  suffi- 
cient evidence  that  the  company  and  the  company 
physicians  engaged  in  a deliberate  corporate  strat- 
egy to  conceal  the  employees’  asbestos-related  dis- 
eases that  were  discovered  by  company  physicians. 
— Millison  v.  E.I.  du  Pont  de  Nemours  and  Com- 
pany, 545  A. 2d 213  (N.J.Super.Ct.,  App.Div.,  July 
22,  1988) 


Journal  MSMA  invites  your  participation. 
Please  address  letters,  comments  or  inquiries  to 
the  Editors,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 
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COMMENT 


The  Caducous  Revised 

The  emblem  held  by  Aesculapius,  the  Greek  god 
of  medicine,  is  purported  to  be  the  only  true  symbol 
of  medicine.  This  emblem  is  a single  serpent  coiled 
around  a staff.  The  emblem  of  medicine  in  the  United 
States  is  the  caduceus,  consisting  of  two  serpents 
intertwined  around  a wand,  surmounted  by  two  small 
wings  or  a winged  helmet.  The  caduceus,  however, 
is  held  by  most  authorities  to  be  the  shield  of  Hermes, 
the  Greek  god  of  trade.  One  astute  authority  traces 
the  caduceus  to  Mesopotamia,  surmising  the  em- 
blem to  be  a symbol  for  the  god  who  cures  all 
illness.  The  opinion  of  this  brilliant  and  thorough 
researcher  is,  of  course,  obviously  correct,  at  least 
in  the  considered  opinion  of  the  majority  of  phy- 
sicians in  the  United  States. 

Although  sheer  speculation,  it  is  feasible  the  em- 
blem of  medicine  may  have  been  changed  for  pro- 
tective purposes  after  the  untimely  murder  of  Aes- 
culapius by  his  father,  Zeus.  Zeus,  fearful  that  the 
curing  of  illness  would  render  mortals  immortal, 
killed  Aesculapius  with  a thunderbolt.  Of  course, 
the  curing  of  illness  will  not  render  mortals  im- 
mortal; however  the  curing  of  illness  will  prolong 


Figure  1 . The  current  caduceus. 


lives.  Prolonging  lives  will  increase  the  number  of 
senior  citizens,  adding  cost  to  the  Medicare  system. 
Therefore,  it  may  be  prudent  to  keep  a watchful  eye 
on  the  Department  of  Health  and  Human  Services 
as  ominously  charged  clouds  seem  to  be  forming 
over  that  Department  at  a rapid  rate.  The  sparks 
currently  emitting  from  the  Department  seem  to  be 
striking  the  health  care  system  with  regularity;  the 
recipients  of  the  health  care  system  to  have  also 
taken  a few  serious  strikes. 

If  by  some  strange  quirk  of  fate  the  majority  of 
the  pseudoscholars  are  correct,  and  the  caduceus  is 
actually  the  shield  of  Hermes,  the  selection  of  the 
caduceus  as  the  emblem  of  medicine  may  have  been 
an  ominous  forecast  of  the  emerging  view  of  med- 
icine seemingly  held  by  much  of  the  general  public 
and  by  many  politicians. 

The  term  caduceus  comes  from  the  Greek  kary- 
keion,  meaning  herald’s  badge  of  office.  The  bearer 
was  considered  a sacred  person  and  was  not  to  be 
molested.  To  the  Romans,  the  caduceus  was  a sym- 
bol of  normal  equilibrium  and  good  conduct;  it  was 
used  as  a flag  of  truce.  Today,  the  bearer  is  not 
considered  a sacred  person;  he  is  often  molested  by 
Medicare,  Medicaid,  lawyers,  and  insurance  com- 
panies, especially  gatekeepers  of  insurance  com- 
panies. There  is  little  equilibrium  in  medicine  today; 
the  truce  that  may  have  existed  in  the  past  appears 
to  be  unilateral. 

Regardless  of  its  origin,  the  caduceus  remains  the 
accepted  emblem  of  medicine  in  the  United  States. 
Since  the  face  of  medicine  is  changing,  perhaps  we 
should  consider  revising  the  caduceus. 

The  symmetrical  and  bilateral  arrangement  of  the 
caduceus  represents  active  equilibrium  of  opposing 
forces,  balancing  one  force  against  an  opposing  force 
in  such  a way  as  to  create  a higher,  more  stable 
form.  The  balance  of  forces  is  twice  stated.  The 
serpents  represent  instincts,  or  lower  forces,  bal- 
ancing one  against  the  other.  The  opposing  serpents 
support  the  wings,  which  represent  spirit,  or  higher 
level  forces,  which  are  in  turn  self  balancing.  Since 
the  balance  of  medicine  has  been  essentially  de- 
stroyed, the  revised  caduceus  should  be  asymmet- 
ric. Since  unbalanced  instincts  seldom  support  higher 
forces,  the  wings,  or  winged  helmet,  become  un- 
supported and  therefore  assume  a less  lofty  position. 

The  serpents  are  purported  to  represent  wisdom, 
healing,  and  fertility;  the  undulations  of  the  ser- 
pents, by  analogy,  represent  fire  and  water.  One 
serpent  represents  the  natural  process  of  illness;  its 
counterpart  represents  convalescence.  In  esoteric 
Buddhism,  the  serpent  represents  a force  called 
Kimdalini,  or  the  power  of  pure  energy.  The  wis- 
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dom  of  medicine  has  been,  and  continues  to  be, 
challenged;  medicine,  by  its  loss  of  potency,  is  be- 
coming infertile.  Fire  and  water  are  no  longer  rec- 
ognized as  fundamental  elements;  the  frustrations 
of  medicine  have  depleted,  or  at  least  considerably 
diminished,  the  pure  energy  of  medicine.  Illness 
and  convalesence  are  inseparable,  except  convales- 
ence  is  usually  on  the  tail  end  of  illness.  Convales- 
ence is  frequently  divided  into  two  phases,  hospital 
and  home.  The  current  trend  is  for  hospital  con- 
valesence to  be  shortened,  resulting  in  prolongation 
of  home  convalesence.  The  net  compromised  result 
is  probably  best  represented  by  a single,  not  too 
energetic  serpent  with  two  tails,  one  tail  being  slen- 
der and  prolonged,  while  the  other  tail  is  foreshort- 
ened. The  tails,  representing  convalescence,  seem 
to  be  going  in  separate  uncontrolled  directions. 

The  wand  represents  power  and  earth.  Since  mod- 
em scientific  knowledge  has  demonstrated  that  earth 
is  not  a fundamental  element,  its  importance  has 
been  considerably  diminished.  Also,  since  the  power 
of  medicine  has  been  considerably  diminished  by 
federal  and  third  party  intervention,  the  size  of  the 
wand  should  be  diminished.  Under  the  circum- 
stances, perhaps  a walking  stick  would  be  more 
appropriate.  Of  course,  serpents  have  no  hands  to 
use  walking  sticks,  although  the  use  of  a walking 
stick  appears  to  be  necessary.  Since  liberties  have 
been  taken  with  the  health  care  system,  perhaps 
liberties  can  be  taken  with  the  emblem. 

The  wings,  or  the  winged  helmet,  represent  dil- 
igence and  lofty  thoughts.  The  constant  bombard- 
ment of  hundreds  upon  hundreds  of  pages  of  mles, 
regulations,  memoranda.  Dear  Doctor  letters,  and 
requests  for  information  previously  furnished  or  to- 
tally unobtainable,  from  medicare,  medicaid,  IPA’s, 
PPO’s,  HMD’s,  and  insurance  companies,  com- 
bined with  persistent  telephone  requests  and  con- 
versations with  gatekeepers  of  questionable  intel- 
lectual capabilities,  who  appear  to  make  remote 
control  medical  decisions  without  seeing  or  exam- 


Figure  2 . The  caduceus  revised. 


ining  patients,  thwart  all  diligence  and  make  lofty 
thoughts  all  but  impossible.  Therefore,  the  wings 
or  winged  helmet  should  be  reduced  or  deleted. 
Under  the  circumstances,  with  the  constant  inun- 
dations, perhaps  water  wings  would  be  more  ap- 
propriate. If  the  winged  helmet  is  used,  in  view  of 
the  introduction  of  commercialism  into  medicine, 
combined  with  the  loss  of  altitude  of  lofty  thoughts, 
perhaps  a baseball  cap,  sans  wings,  but  with  a com- 
mercial message,  would  be  more  appropriate. 

Considering  all  the  indicated  changes  in  the  ca- 
duceus, the  revised  caduceus  would  probably  re- 
semble the  figure  above. 

Donald  E.  Cook,  M.D. 

Meridian,  Mississippi 
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Reasons  Why  You  Should 
Go  to  Biloxi* 


1.  You  Can  Make  Your  Voice  Heard.  The  MSMA  Annual  Session  is  an  opportunity 
to  participate  in  your  association’s  policy-making  activities.  Express  your  views  at  reference 
committee  hearings.  Participate  in  the  representative  process  in  the  House  of  Delegates. 


2.  Get  Information  About  Issues  Affecting  Your  Practice.  Hear  outstanding 
speakers  discuss  topics  of  interest  to  you.  Listen  to  their  suggestions  about  dealing  with  issues. 
Find  out  what’s  being  done  in  your  behalf.  Here  are  a few  topics  you  can  expect  this  year; 

— “MD  Rights  and  Duties  Under  the  Health  Care  Quality  Improvement  Act” 

— ‘‘Current  Legal  Issues  for  the  Hospital  Medical  Staff” 

— ‘‘Hospital  Medical  Ethics  Committees” 

— ‘‘Health  Issues  before  the  101st  Congress” 

— ‘‘The  Physician  Payment  Review/Harvard  Resource  Based  Relative  Value  Study” 


3.  Obtain  CME  Credit.  Scientific  programming  and  exhibits  will  provide  updates  in  these 
areas  and  more; 

— ‘‘Epidemiology  of  Tick-Bome  Diseases” 

— ‘‘Lyme  Disease” 

— ‘‘Psychiatric  Emergencies” 

— ‘‘Gallstone  Lithotripsy” 

— ‘‘Trauma  Helicopter;  Use  or  Abuse?” 

— ‘‘Post-Op  Pain  Management” 

— ‘‘Musculoskeletal  Magnetic  Resonance  Imaging” 

— ‘‘Outpatient  Management  of  Bum  Injuries” 

— ‘‘Recent  Advances  in  Arthroscopic  Surgery” 

4.  Join  Your  Colleagues  ...  for  medical  alumni  reunions  and  specialty  society  meetings. 

5.  Your  Family  Will  Enjoy  the  Special  Events.  The  program  includes  tennis,  golf, 
deep-sea  fishing,  and  other  special  activities,  including  opportunities  to  enjoy  the  sun,  fun,  and 
atmosphere  of  the  Gulf  Coast. 


*For  MSMA’s  121st  Annual  Session,  May  31-June  4,  at  the 

Royal  d’Iberville  Hotel. 
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Physician  Reimbursement  Issues 
On  121st  Annual  Session  Program 

“The  Future  of  Physician  Reimbursement  under 
Medicare”  will  be  presented  by  Dr.  Jim  Bob  Brame, 
a member  of  the  U.S.  Physician  Payment  Review 
Commission,  during  MSMA’s  121st  Annual  Ses- 
sion, set  for  May  31 -June  4 in  Biloxi.  Dr.  Brame 
will  deliver  his  address  during  the  Mississippi  Foun- 
dation for  Medical  Care  (MFMC)  meeting  on  Thurs- 
day, June  1. 

Physician  reimbursement  is  a topic  that  appears 
in  several  forms  on  the  five-day  Annual  Session 
agenda.  Dr.  Robert  McAfee,  a member  of  the  AMA 
Board  of  Trustees,  will  present  “Relative  Value  or 
Early  Retirement”  during  the  opening  session  of 
the  House  of  Delegates  on  Thursday  morning.  Dr. 
Richard  J.  Field,  Jr.  of  Centreville  will  discuss  “A 
Blended  Relative  Value  Scale  — The  American 
College  of  Surgeons  Proposal”  during  the  annual 
meeting  of  the  Mississippi  Chapter,  American  Col- 
lege of  Surgeons,  which  is  set  for  Friday,  June  2. 
A “Reimbursement  Seminar”  is  scheduled  on  Sat- 
urday for  members  of  the  Mississippi  Chapter, 
American  College  of  Emergency  Physicians. 

In  addition  to  his  presentation  to  the  House  of 
Delegates,  Dr.  McAfee,  a Maine  general  surgeon, 
will  also  deliver  the  James  Grant  Thompson  Me- 
morial Lecture  during  the  Surgery  Plenary  Session 
on  Friday.  His  topic  will  be  “The  Maine  Medical 
Assessment  Project  — A Study  in  Small  Area  Var- 
iations.” 

“Health  Issues  before  the  101st  Congress”  will 
be  discussed  by  Dr.  John  Zapp,  director  of  the 
AMA’s  Washington  office,  at  the  annual  meeting 
of  the  Young  Physicians  Section  on  Wednesday, 
May  31. 

MSMA  members  and  hospital  administrators  from 
across  the  state  are  invited  to  attend  the  annual  meet- 
ing of  the  MSMA  Hospital  Medical  Staff  Section 
on  Saturday  morning,  June  3.  The  program  in- 
cludes: “The  Health  Care  Quality  Improvement 
Act,”  “The  Hattiesburg  Ethics  Forum,”  and 
“Trends  in  Hospital  Medical  Staff  Law.” 

Members  will  receive  CME  credit  for  attending 
scientific  programs.  The  Medicine  Plenary  Session, 
under  the  direction  of  Dr.  John  Hassell,  includes 


these  topics  and  speakers:  “Lyme  Disease,”  by  Dr. 
William  Causey;  “Epidemiology  of  Tick-Borne 
Diseases  in  Mississippi,”  by  Dr.  F.  Ed  Thompson; 
“Psychiatric  Emergencies,”  by  Dr.  Red  Mc- 
Michael;  and  “Gallstone  Lithotripsy,”  by  Dr.  Carol 
Scott-Conner. 

The  Surgery  Plenary  Session,  jointly  presented 
by  the  MSMA  and  the  Mississippi  Chapter  of  the 
American  College  of  Surgeons,  is  under  the  direc- 
tion of  Dr.  James  Hughes.  In  addition  to  the  talks 
by  Dr.  McAfee  and  Dr.  Field,  the  program  includes: 
“Musculoskeletal  Magnetic  Resonance  Imaging,” 
by  Dr.  William  Tew;  “Trauma  Helicopter:  Use  or 
Abuse”  by  Dr.  Robert  Jorden;  “Outpatient  Man- 
agement of  Bums,”  by  Dr.  John  Griswold;  “Recent 
Advances  in  Arthroscopic  Surgery,”  by  Dr.  F.  H. 
Buddy  Savoie;  “Postoperative  Pain  Management,” 
by  Dr.  Edwin  Dodd;  and  “Gunshot  Wounds  of  the 
Head:  What  is  the  Prognosis?”  by  Dr.  Lynn  Rogers. 

The  annual  President’s  Reception  for  MSMA  and 
MSMA  Auxiliary  members  and  guests  is  scheduled 
for  Wednesday  evening.  May  31.  The  MSMA/ 
MSMA  Auxiliary  Dinner  will  be  held  Friday,  June 
2 and  will  feature  a “Swamp  Party”  theme,  com- 
plete with  a cajun  buffet  and  music.  An  award  will 
be  presented  to  the  best-dressed  couple.  During  the 
reception  preceding  the  dinner,  a silent  auction  will 
be  conducted  by  the  MSMA  Auxiliary,  with  pro- 
ceeds benefiting  the  AMA-ERF. 

As  in  past  years,  the  Annual  Session  agenda  in- 
cludes a tennis  tournament,  a golf  tournament,  and 
a deep-sea  fishing  rodeo.  This  year  the  Auxiliary 
has  planned  additional  special  activities  for  chil- 
dren. 

The  MSMA  again  will  host  a continental  break- 
fast for  members  and  guests  prior  to  the  Sunday 
morning  church  services.  The  closing  session  of  the 
House  of  Delegates  will  take  place  Sunday  morning. 

MSMA  members  are  encouraged  to  make  res- 
ervations as  soon  as  possible.  You  may  return  the 
hotel  reservation  card  which  was  mailed  with  the 
March  22  “MSMA  Report”  or  telephone  the  Royal 
d’Iberville  Hotel. 
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ACS  Trauma  Chair  Directs 
Life-Saving  Course  at  UMC 


Dr.  Briggs  Hopson,  Jr.  of  Vicksburg,  chairman  of  the 
State  of  Mississippi  Committee  on  Trauma  of  the  Amer- 
ican College  of  Surgeons,  at  right,  directed  a team  of 
ATLS  instructors  for  the  Advanced  Trauma  Life  Support 
provider’s  course  at  the  University  of  Mississippi  Med- 
ical Center  in  Jackson  in  February.  With  him  are  from 
left.  Dr.  Dwight  Keady,  Jr.  of  Madison,  Dr.  John  Chau- 
vin  of  Jackson  and  Dr.  William  E.  Kergosien  of  Corpus 
Christi,  Tex.  Primary  care  and  emergency  care  physi- 
cians, with  the  help  of  Hinds  Junior  College  students 
moulaged  with  multipled  injuries,  tested  their  skills  in 
advanced  life-saving  techniques  and  stabilization  critical 
in  the  first  hour  of  trauma  management. 


Dr.  Tom  Houston  Honored 
By  Surgeon  General 

A graduate  of  the  University  of  Mississippi  School 
of  Medicine  has  been  honored  by  the  Surgeon  Gen- 
eral of  the  U.S.  Public  Health  Service,  C.  Everett 
Koop,  M.D. , for  outstanding  contributions  to  public 
health  promotion  and  health  education. 

Dr.  Thomas  Houston,  director  of  the  family  prac- 
tice residency  program  at  HCA  Wesley  Medical 
Center  in  Wichita,  Kansas,  earned  his  B.A.  from 
the  University  of  Mississippi  in  1972  and  his  M.D. 
in  1977  from  UMC.  He  is  a native  of  Starkville. 

Dr.  Houston,  along  with  Drs.  John  Richards  and 
Alan  Blum,  co-founders  of  the  health  education 
group  Doctors  Ought  To  Care  (DOC),  received  the 
Surgeon  General’s  Medallion  of  Honor  in  October. 
DOC  Focuses  on  providing  health  and  lifestyle  in- 
formation to  young  people,  with  an  emphasis  on 
communicating  through  advertisements  the  risks  of 
alcohol  and  drug  abuse,  smoking  and  teenage  preg- 
nancy. The  group  is  especially  known  for  its  ag- 
gressive ads  and  public  service  announcements  de- 
nouncing cigarette  smoking  and  other  forms  of 
tobacco  use. 

DOC  also  encourages  physicians  to  take  an  active 
role  in  not  just  treating  illnesses,  but  in  educating 
patients  about  ways  to  stay  healthy.  Dr.  Koop  praised 
DOC’s  work,  citing  the  critical  need  to  educate 
young  people  to  the  dangers  of  AIDS,  smoking  and 
other  health  hazards. 

“The  award  is  given  on  a discretionary  basis  to 
acknowledge  contributions  to  the  public  health,  ex- 
emplary service  and  a high  degree  of  dedication  to 
the  mission  of  public  health,”  says  Suzanne  Dahl- 
man,  staff  director  of  the  Surgeon  General’s  office. 
She  adds  that  it  rarely  is  given  to  those  not  in  gov- 
ernmental public  health  positions. 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
271  E.  Pearl  St. /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 
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1-800-352-2 


Call  the  travel  specialists  toU-me! 


£ When  you  come  down 
£ with  the  urge  or  necessity 
^■to  travel,  call  Avanti  for 
£ expert  service.  Everything 
do  for  you  is  free  of  charge, 
^^even  the  phone  call. 

J^)ur  travel  specialists  will  take  care 
^pf  all  your  plans,  plane  reservations, 
|Kr  rental,  hotel  accommodations  and 
luch  more.  We’re  here  to  help  you  with 
:ers,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
MBiwmm  on  call,  toll-free. 


Three  Lakeland  Circle ‘Jackson,  Mississippi  39216  •981-9111 
Call  Toll-Free  Nationwide  1-800-327-4236 


MEMBERS 


Chapman,  Stanley  W.,  Jackson.  Born  Brooklyn, 
NY,  Aug.  2,  1946;  University  of  Rochester  School 
of  Medicine,  Rochester,  NY,  1968;  interned  and 
medicine  residency,  Emory  University,  Atlanta,  GA, 
1972-74;  allergy  residency.  National  Institutes  of 
Health,  Maryland,  1974-77;  infectious  disease  res- 
idency, University  of  Rochester,  NY  1977-79; 
elected  by  Central  Medical  Society. 

Duncan,  Elbert  Alan,  Tupelo.  Bom  Chipley,  FL, 
Oct.  18,  1954;  M.D.,  University  of  Alabama  School 
of  Medicine,  Birmingham,  1980;  interned  and  ra- 
diology residency.  Naval  Hospital,  San  Diego,  CA, 
1980-85;  elected  by  Northeast  Mississippi  Medical 
Society. 

Hill,  David  R.,  Whitfield.  Bom  Louisville,  MS, 
April  29,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1986;  interned  one 
year,  same,  and  psychiatry  residency  (September 
1987-June  1988);  elected  by  Central  Medical  So- 
ciety. 

Hood,  Louie  F.,  Charleston.  Bom  Montgomery, 
AL,  Nov.  19,  1954;  D.O.,  University  of  Health 
Sciences,  Kansas  City,  MO,  1983;  interned  one  year. 


Orlando  General  Hospital,  Orlando,  FL,  1983-84; 
elected  by  Clarksdale  and  Six  Counties  Medical  So- 
ciety. 

Kallio,  David  O.,  Philadelphia.  Bom  Boston,  MA, 
Sept.  10,  1946;  M.D.,  Dalhousie  University  Faculty 
of  Medicine,  Halifax,  Nova  Scotia,  1978;  interned 
and  one  year  pathology  residency,  same;  elected  by 
East  Mississippi  Medical  Society. 

Richardson,  Charles  David.  Hattiesburg.  Bom 
Union,  MS,  March  9,  1957;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1982;  in- 
terned, one  year.  Baptist  Memorial  Hospital,  Mem- 
phis, TN;  ophthalmology  residency.  University 
Medical  Center,  Jackson,  MS,  1983-86;  elected  by 
South  Mississippi  Medical  Society. 

Skelton,  Deborah  Lee,  Jackson.  Bom  Memphis, 
TN,  May  12,  1953;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
medicine  residency.  University  of  Texas  South- 
western, Dallas,  1981-84;  gastroenterology  resi- 
dency, Duke  University  Medical  Center,  Durham, 
NC,  1984-86;  elected  by  Central  Medical  Society. 


PRESIDENT'S  PAGE 

(Continued  from  page  127) 

The  Commission  does  not  recommend  mandatory 
assignment  for  all  Medicare  claims  for  physicians’ 
services.  Instead  the  Commission  proposes  limita- 
tions on  charges  for  unassigned  claims  to  a fixed 
percentage  of  the  Medicare  fee  schedule  amount  and 
elimination  of  balance  billing  for  Medicare  bene- 
ficiaries whose  incomes  are  below  the  federal  pov- 
erty level. 


Finally,  the  Commission  believes  that  there  should 
be  a substantial  increase  in  federal  support  for  re- 
search to  determine  the  costs  of  alternative  medical 
procedures  and  the  best  ways  to  provide  care.  This 
research  according  to  the  Commission  should  result 
in  practice  guidelines  which  are  widely  dissemi- 
nated to  the  medical  profession  and  patients. 

No  doubt  the  Commissioners’  recommendation 
will  evoke  much  comment  and  debate  over  the  next 
few  months.  Likewise,  we  can  expect  Congress  to 
take  some  action  on  the  recommendations. 
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Orlando  Andy  of  UMC  presented  papers  at  the 
Southern  EEG  Society  meeting  in  St.  Petersburg, 
Florida  and  at  a meeting  in  New  Orleans  on  Neu- 
robehavioral  Problems  in  Epilepsy. 

Bryan  Barksdale  of  Jackson  has  been  elected 
chairman  of  the  Guardian  Society  of  the  University 
of  Mississippi  Alumni  Association. 

Diane  Beebe  of  UMC  presented  a workshop  at  the 
Society  of  Teachers  of  Family  Medicine  Predoctoral 
Education  Conference  in  St.  Petersburg,  Florida. 

Eldon  Bolton  of  Biloxi  has  retired  from  active 
practice,  and  announces  that  James  P.  Martin  has 
associated  with  Bolton-Middleton  Clinic  for  the 
practice  of  internal  medicine  and  nephrology. 

Michael  Brooks  of  Laurel  spoke  on  skin  cancer 
at  a meeting  of  the  Twentieth  Century  Literary  Club 
in  Laurel. 

Wallace  Conerly  of  UMC  chaired  the  annual 
meeting  of  the  Tri-State  Thoracic  Conference  in 
Biloxi. 

Elizabeth  Day  Connell  announces  the  opening 
of  her  office  for  the  practice  of  psychiatry  at  Suite 
1050,  Riverside  Place,  in  Jackson. 

Bryan  Cowan  of  UMC  gave  a lecture  for  a con- 
tinuing education  update  in  Columbia,  Missouri. 

Bob  Donald  of  Pascagoula  participated  in  a med- 
ical missions  project  in  Honduras. 

John  M.  Dowbak  has  opened  his  office  for  the 
practice  of  orthopedic  and  reconstructive  surgery  at 
308  Hospital  Road  in  Starkville. 

J.  B.  Franklin  of  Biloxi  has  been  named  chief  of 
staff  at  Community  Hospital. 

H.  Allen  Gersh  of  Hattiesburg  has  been  elected 
vice  president  of  the  National  Dialysis  Association. 

James  C.  Graham  has  been  named  staff  physician 
at  Jasper  Medical  Services  in  Heidelberg. 

Harold  Hawkins  of  Ocean  Springs  has  been  in- 
ducted as  a fellow  of  the  American  Academy  of 
Orthopaedic  Surgeons. 

Harper  Hellems  of  UMC  recently  received  the 
Founder’s  Medal  recognizing  outstanding  contri- 
butions in  medicine  which  is  presented  by  the  South- 
ern Society  for  Clinical  Investigation. 


W.  H.  Henderson  of  Oxford  has  been  named  chief 
of  staff  at  Oxford  Lafayette  Medical  Center.  T.  E. 
Wilkes,  Jr.  is  chairman  of  surgery;  E.  C.  Stone 
is  chairman  of  medicine. 

James  Holzhauer  of  West  Point  was  speaker  at  a 
seminar  on  teenage  pregnancy  sponsored  by  the  Or- 
ganization of  West  Point  Educators. 

Harold  K.  Hudson  of  Tupelo  received  the  Julius 
G.  Berry  Outstanding  Volunteer  Award  presented 
by  the  United  Way  of  Greater  Lee  County. 

Sam  Johnson  of  UMC  was  site  visitor  at  the  Uni- 
versity of  Texas  in  San  Antonio. 

David  O.  Kallio  has  opened  his  office  for  the 
practice  of  family  medicine  at  103  Medical  Arts 
Clinic  in  Philadelphia. 

Herbert  Langford  of  UMC  was  a faculty  member 
at  the  36th  Postgraduate  Course  of  the  American 
Diabetes  Association  in  Dallas,  and  presented  an 
abstract  at  a meeting  in  New  Orleans,  of  the  South- 
ern Section  of  the  American  Federation  for  Clinical 
Research. 
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Chris  Puckett  of  UMC  presented  a paper  at  the 
16th  Neonatal  and  Infant  Respiratory  Symposium 
in  Vail,  Colorado. 

Michael  LeBlanc  of  UMC  made  a presentation  at 
a meeting  of  the  Southern  Society  for  Pediatric  Re- 
search in  New  Orleans. 

Terry  A.  Lewis  announces  the  opening  of  his  office 
for  the  practice  of  obstetrics,  gynecology  and  in- 
fertility at  618  Alcorn  Drive  in  Corinth. 

Jose  Madara  of  Booneville  has  been  inducted  as 
a fellow  of  the  American  College  of  Surgeons. 

John  W.  McFadden  of  Tupelo  published  an  article 
in  the  August  1988  issue  of  Spine. 

Arthur  Matthews  of  Biloxi  has  assumed  the  post 
of  president.  Coast  Counties  Medical  Society. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 


2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Joseph  R.  Mitchell  of  Gulfport  made  a presen- 
tation at  a meeting  of  Coast  Counties  Medical  As- 
sistants. 

Charles  Montgomery  of  Tupelo  made  a presen- 
tation on  cancer  at  the  Family  Focus  series  at  Web- 
ster General  Hospital. 

John  Morrison  of  UMC  made  a presentation  at 
the  annual  meeting  of  the  Society  of  Perinatal  Ob- 
stetricians in  New  Orleans,  lectured  at  Emory  Uni- 
versity and  Georgia  Baptist  Medical  Center  in  At- 
lanta, and  presented  grand  rounds  at  the  University 
of  Utah. 

Steve  Parvin  of  Starkville  has  been  appointed  by 
Governor  Ray  Mabus  to  the  Mississippi  State  Board 
of  Medical  Licensure. 

Seshadri  Raju  served  as  a member  of  the  faculty 
for  the  American  Venous  Forum  in  New  Orleans 
and  also  made  presentations  to  the  Mississippi  Gas- 
trointestinal Society  and  the  North  Jackson  Kiwanis 
Club. 

Robert  Rhodes  of  UMC  attended  a meeting  of  the 
Executive  Council  of  the  Society  of  University  Sur- 
geons in  Baltimore. 

Carol  Scott-Conner  of  UMC  made  a presentation 
at  the  Southeastern  Surgical  Congress  in  Tarpon 
Springs,  Florida. 

Robert  Smith  of  UMC  attended  a meeting  of  the 
American  Heart  Association’s  Stroke  Council  in  San 
Antonio. 

Robert  Suares  of  Greenville  was  king  of  the  1989 
Greenville  Junior  Auxiliary  Charity  Ball. 

Max  Taylor  of  Tupelo  made  a presentation  on 
AIDS  at  a North  Mississippi  Medical  Center’s  sym- 
posium, “Contemporary  Health  Issues  of  the  Work- 
place.’’ 

Thad  Waites  of  Hattiesburg  made  a presentation 
on  heart  disease  at  a public  education  forum  at  For- 
rest General  Hospital. 

W.  Lamar  Weems  of  UMC  attended  a meeting  in 
Chicago  of  the  AMA  Ad  Hoc  Committee  on  Med- 
icare Reform. 
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Introducing  a new  compai^^ 
with  an  an^  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
sen/ices  for  physicians  in  West  Central 
Alabama,  I have  decided  to  sen/e  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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POSTGRADUATE 

CALENDAR 


April 

Obstetrics  and  Newborn  Update 

April  20 

Mississippi  Perinatal  Association 

April  21 

Ramada  Renaissance  Hotel,  Jackson 

10th  Annual  Spring  Sonic  Symposium 

April  21-22 

Ramada  Renaissance  Hotel,  Jackson 

Renal  Update 

April  21-22 

Ramada  Inn  Coliseum,  Jackson 
May 

Pediatric  Spring  Meeting 

May  5 

Ramada  Renaissance  Hotel,  Jackson 

Family  Practice  Update 

May  10-13 

Ramada  Renaissance  Hotel,  Jackson 

Medical  Emergencies 

May  19 

Ramada  Renaissance  Hotel,  Jackson 

For  more  information  or  a program  brochure, 
contact  the  University  of  Mississippi  Medical  Cen- 
ter Division  of  Continuing  Health  Professional  Ed- 
ucation, 2500  North  State  Street,  Jackson,  Missis- 
sippi 39216-4505;  or  call  (601)  984-1300. 


Review  A Book 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Disease  and  Distinctiveness  in  the  American  South. 
Todd  L.  Savitt  and  James  Harvey  Young.  Univer- 
sity of  Tennessee  Press,  1988. 


ARAFATE 

'(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactioris:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailabiirty  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy.  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assodated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucraffate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-171 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other  Issued  1 /87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987;9(4):395-399. 
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Carafiate*  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  .therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


Parafate' 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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RECOLLECTIONS 


Twenty  years  ago,  the  April  issue  of  Journal 
MSMA  included  the  program  for  the  101st  Annual 
Session,  set  for  May  12-15,  1969.  The  meeting  was 
scheduled  at  the  Buena  Vista  Hotel  in  Biloxi.  At 
the  conclusion  of  the  annual  meeting.  Dr.  James  L. 
Royals  was  to  be  installed  as  president  of  the  MSMA, 
succeeding  Dr.  Joseph  B.  Rogers.  Presiding  over 
sessions  of  the  House  of  Delegates  that  year  were 
Dr.  William  E.  Lotterhos,  M.D.,  speaker,  and  Dr. 
John  B.  Howell,  Jr.,  vice-speaker. 

Included  in  the  list  of  scientific  exhibits  were: 
“Surgical  Treatment  of  Coronary  Artery  Disease,’’ 
by  Dr.  Thomas  L.  Kilgore;  “A  New  Antihyperten- 
sive Agent:  Double  Blind  Evaluation,’’  by  Dr.  Ray- 
mond F.  Grenfell  and  Dr.  William  C.  Holland;  and 
“The  Artificial  Kidney  in  Acute  Kidney  Failure,’’ 
by  Dr.  John  D.  Bower. 

Among  scientific  topics  to  be  presented  were: 
“Therapeutic  Considerations  in  Endometrial  Can- 
cer,’’ by  Dr.  Richard  C.  Boronow;  “Granulomatous 
Colitis,’’  by  Dr.  William  O.  Barnett;  “Curable  Hy- 
pertension,’’ by  Dr.  Herbert  G.  Langford;  “Acute 
Illness  Among  Returnees  from  Viet  Nam,’’  by  Dr. 
Robert  Blount;  “Management  of  Intraocular  For- 
eign Bodies,’’  by  Dr.  Morton  F.  Goldberg  of  Ar- 
lington, Virginia;  “Clip  Grafts  for  Intracranial 
Aneurysms,”  by  Dr.  Thoralf  M.  Sundt,  Jr.,  of 
Memphis;  “Subaortic  Stenosis,”  by  Dr.  Karl  Hat- 
ten;  and  “Pediatrics  1969:  Recent  Advances  and  Fu- 
ture Trends,”  by  Dr.  Blair  Batson. 

Ten  years  ago  the  Journal  MSMA’s  April  issue 
included  the  program  for  the  1 1 1th  Annual  Session, 
held  May  6-10,  1979  at  the  Biloxi  Hilton.  Four 
seminars  were  scheduled,  along  with  14  scientific 
section  meetings.  Seminar  topics  included  “Prac- 
tice Management,”  presented  by  the  Clinic  Man- 
agers Association;  “Diseases  of  the  Stomach,”  by 
the  Mississippi  Gastrointestinal  Association;  “Med- 
ical Audit,”  by  the  Mississippi  Foundation  for  Med- 
ical Care;  and  “Urology  for  the  Family  Practi- 
tioner,” by  the  Mississippi  Urological  Association. 

Dr.  Carl  G.  Evers  was  1979  MSMA  president. 
Dr.  Gerald  P.  Gable  was  president-elect,  and  Dr. 
J.  Elmer  Nix  was  MSMA’s  secretary-treasurer  and 
chairman  of  the  Council  on  Scientific  Assembly, 
which  reported  the  Annual  session  plans.  Presiding 
over  that  year’s  House  of  Delegates  sessions  were 
Dr.  R.  Faser  Triplett  and  Dr.  Walter  H.  Rose, 
speaker  and  vice-speaker,  respectively. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantrtate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ’ 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Yz  tablet  3 
times  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied;  Oral  tablets  of  Yocon'  1/12  gr.  5 4 mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12. 1981 . 

2.  Goodman.  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed..  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4. 
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4.  A.  Morales  etal.,TheJournal  of  Urology  128: 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  18-22, 
1989,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  121st  Annual  Session, 
May  31-June  4,  1989,  Biloxi.  Charles  L.  Mathews,  Exec- 
utive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson 
39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
Aug.  2-6,  1989,  Gulf  Shores,  AL.  Mrs.  Alyce  Palmore, 
Executive  Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr., 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcom, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  D.  Winn  Walcott,  Secy.,  2173  South 
Lamar,  Oxford  38655.  Counties:  Benton,  Lafayette,  Mar- 
shall, Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasp)er,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs’’  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  con- 
cerning CME  programs  for  physicians  offered  by  these  ac- 
credited sources  may  be  obtained  by  writing  the  Director, 
Continuing  Medical  Education,  at  the  individual  institution  or 
organization. 


Council  on  Scientific  Assembly 
Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi,  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  39301 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 


St.  Dominlc-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 


Delta  Medical  Center 
P.O.  Box  5247 
Crossroads  Station 
Greenville.  MS  39704-5247 

Methodist  Hospital 
P.O.  Box  1311 
Hattiesburg.  MS  39401 


North  Panola  County  Hospital 
Drawer  160 
Sardis,  MS  38666 

Singing  River  Hospital 
P.O.  Box  112 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcom  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood,  MS  38930 

GuHix)rt  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayette  County  Hospital 
P.O.  Box  946 
Oxford.  MS  38655 
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YOUR  ROCHE  REPRESENTATIVE  ^ 
WOULD  LIKE  YOU  TO  HAVE  ◄ 

SOMETHINGTHATWILL... 


► 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE — 
MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 


r 


PRESIDENT’S 
ACHIEVEMENT 
\ AWARD 


Presenting 

the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


copimMO 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Joel  O.  Geno 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D.,  21 18  Chantilla  Rd., 
Catonsville,  Md  21228. 

Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 

Physician  seeks  practice  opportunity  in  Missis- 
sippi. Native  of  Louisiana,  completed  residency  in 
internal  medicine  at  Medical  College  of  Virginia 
(1986).  Contact  Sharon  Pancoast,  M.D.,  1033  St. 
Ann  Dr.,  Richmond,  VA  23225. 

PHYSICIANS  WANTED 

Radiologist  Wanted.  Share  coverage  of  group  of 
hospitals  in  eastern  part  of  Mississippi.  Straight  sal- 
ary offered.  Off  every  fifth  week.  For  more  infor- 
mation, interested  persons  contact  Faye  Sansing, 
Radiology  Business  Manager  at  601/328-8402. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Pediatricians.  Private  practice  opportunities  for 
two  pediatricians  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 

Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 


Emergency  Dept.  Physician  — low  volume,  light 
work  Level  II  E.  D.  with  multi-specialty  backup. 
MS  Gulf  Coast  location;  one  full-time  position. 
ACLS  and  experience  required.  Contact  David  Saw- 
yer, M.D.,  P.O.  Box  209,  Pass  Christian,  MS  39571; 
phone  (601)  865-1188. 

BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450-bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  send  CV  to  Box 
Y,  Journal  MSMA,  P.O.  Box  5229,  Jackson,  MS 
39296-5229. 

Board  Certihed  Ob-Gyn  desires  to  relocate  prac- 
tice within  Mississippi.  Contact  John  G.  Shields, 
M.D.,  F.A.C.O.G.,  222  South  Louisville  St.,  Ack- 
erman, MS  39735.  Phone  (601)  285-3243  days  or 
(601)  285-6606  evenings. 


'^EP£5I(5NINJ(:; 
-T2U12AL  ^ 
HEALTI-l 


B!ueprints  for 
SUCCESS” 


National  Rural  Health  Association 
12th  Annual  National  Conference 
April  30-May  3, 1989 
Reno,  Nevada 


APRIL  1989 
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PLACEMENT  SERVICE/Continued 

Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  c/o  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 

OB-Gyns.  Private  practice  opportunities  for  two 
Ob-Gyn  specialists  in  Mississippi  Delta.  Fully 
equipped  260-bed  hospital.  Call  601-459-2604. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 


Locum  Tenens  two  times  a year.  Middle  Mis- 
sissippi family  practitioner  needs  coverage  for  two 
weeks  early  in  May  and  late  in  November.  Office 
closed  on  Wednesdays.  Minimum  compensation 
$375.00  per  day.  Malpractice  provided  for  qualified 
candidate.  For  more  information  call  collect:  Susan 
Winn,  Methodist  Health  Systems  (901)  726-2343. 

Mississippi:  Part-time  emergency  department  op- 
portunities are  currently  available  in  a variety  of 
communities  throughout  Mississippi.  Low  to  mod- 
erate volume  emergency  departments.  Flexible 
scheduling  with  12-  and  24-hour  shifts  available. 
You  are  guaranteed  a competitive  rate  of  reimburse- 
ment and  occurrence  malpractice  insurance  is  of- 
fered. These  positions  give  you  a chance  to  sup- 
plement your  income  without  the  responsibilities  of 
private  practice.  For  complete  details  on  all  oppor- 
tunities in  Mississippi,  contact  Joan  Newberry, 
Spectrum  Emergency  Care,  P.O.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  extension  3130. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 
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Lumberton  Citizens  Hospital,  a 23-bed  acute 
care,  city-owned  general  hospital  conveniently  lo- 
cated to  New  Orleans  and  Mississippi  Gulf  Coast, 
is  seeking  a physician.  Lumberton  Citizens  Hospital 
recently  completed  a renovation  and  new  construc- 
tion project  and  offers  state-of-the-art  diagnostic  ca- 
pabilities. Further  information  may  be  obtained  by 
contacting  Howard  F.  Beall,  Administrator,  P.  O. 
Box  193,  Lumberton,  MS  39455  or  call  collect, 
601-796-2681. 

Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 


CLASSIFIED 


2V  ST  AT  ST  AT  ST  AT  ***  Diagnostic/therapeutic 
decision  support  software,  covering  69  specialties. 
Medical  Algorithms  (flow  charts)  are  grouped  ac- 
cording to  complaint,  sign,  symptom,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Updated 
medical  knowledge  Algorithms  at  your  fingertips!!! 
Only  $5,787.00  for  complete  turnkey  system  (2V 
STAT  Software,  Knowledge  base/69  Specialties. 
AT  computer  80286/10  turbo  CPU,  80MB  HD,  EGA 
monitor  and  card,  printer  and  40MB  backup).  2V 
STAT,  2480  Windy  Hill  Road,  Suite  201 , Marietta, 
GA  30067;  (404)  956-1855. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 
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City 

Phone  ( 

Best  time  to  call. 


State. 


Mail  this  coupon  to: 
The  AMA  Group 
200  N.  LaSalle  Street 
Suite  535 
Chicago,  IL  60601 


AMA  ADVISERS.  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


Established  1966 


PTMI05 


YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


Where  do  physicians 
turn  for  financial 


services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 


VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contnlndlutlons:  VASOTEC*  (Enalapril  Maleate.  MSD)  Is  conlraindicaled  In  patients  who  ate  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  reM  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  tace.  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patlentstreated  with  ACE  Inhibitors.  IncludlngVASOTEC.  In  suchcases.VASOTECshouldbepromptlydiscontInuedandthe 
patient  carelully  observed  until  the  swelling  disappears  In  Instances  where  swelling  has  been  conllned  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  In  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
in000  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  Is  rare  In  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lallure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  Is  not  necessary  when  dosing  Instructions 
are  followed,  caution  should  be  observed  when  Initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death.  Include  those  with  the  following  conditions  or  characteristics  heart  lallure.  hyponatremia. 
hIgh-dose  diuretic  therapy,  recent  Intensive  diuresis  or  Increase  In  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  oi  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  In  heart  failure  patients),  reduce  the 
diuretic  dose,  or  Increase  salt  intake  cautiously  before  Initialing  therapy  with  VASDTEC  In  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIDNS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  Is  Increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  In  whom  an  excessive  fall  in  blood  pressure  could  result  In  a myocardial  inlarctlon  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  In  supine  position  and.  It  necessary,  receive  an  Intrave- 
nous infusion  ot  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASDTEC. 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASDTEC  or  concomitant  diuretic  may  be  necessary 
NeulropenialAgranuloc^osis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression.  rarely  in  uncomplicated  patients  but  more  trequently  In  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  Insutflclent  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  In  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  Geneial:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renln-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  In  susceptible  Individuals  In  patients  with  severe  heart  failure 
whose  renal  lunction  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
Inhibitors.  Including  VASOTEC),  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  In  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis.  Increases  In  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  ol  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
Increases  In  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASDTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASDTEC  may  be  required. 

Evaluation  ot  patients  with  hypertension  or  heart  tailure  should  always  Include  assessment  oi  renal 
(unction.  (See  DDSAGE  AND  ADMINISTRATIDN ) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  In  0.28%  of  hypertensive  patients.  In  clinical  trials  In  heart  tailure.  hyperkalemia  was 
observed  In  35%  of  patients,  but  was  not  a cause  tor  discontinuation 

Risk  factors  tor  the  development  ol  hyperkalemia  include  renal  insutticiency.  diabetes  mellilus.  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASDTEC  (See  Drug  Inleraclions] 

SurgerylAnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism.  It  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients: 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril. 
Patients  should  be  so  advised  and  told  to  report  Immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  tace.  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirsi  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  In  blood 

pressure  because  ot  reduction  in  fluid  volume  Dlher  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  In  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  Infection  (e  g.,  sore  throat,  (ever)  which  may  be 
a sign  ol  neutropenia 

NDTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
Intended  to  aid  in  the  sate  and  effective  use  of  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Dnig  Inleraclions: 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  Instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  inilialion  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  ettects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  Intake  prior  to  initiation  ol  treatment  with  enalapril  If  It  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  Initial  dose  (or  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DDSAGE  AND  ADMINISTRATIDN.) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Dlher  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signlllcani 
adverse  interactions 

Agents  Increasing  Serum  Polassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amilorlde),  polassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signillcani  increases  in  serum  potassium  Therefore.  If  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  In  patients  with  heart  (allure  receiving 
VASDTEC 

Lilhium:  A tew  cases  of  lithium  toxicity  have  been  reported  In  patients  receiving  concomitant  VASDTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASDTEC  and  serum  lithium  levels  should  be 
monitored  trequently 


Pregnancy- Calegory  C There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mgligrday  ol  enalapnl 
(333  times  the  maximum  human  dose)  Fetoloxicity  expressed  as  a decrease  in  average  lelal  weight  occurred  m rals 
given  1200  mgAg/day  ol  enalapril  but  did  not  occur  when  these  anirrels  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  In  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day  bul  ml  al 
30  mg/kg/day  (^  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsiers 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASDTEC*  (Enalapril  Maleale  MSD)  should  be 

used  during  pregnancy  only  II  the  potential  benefit  luslilies  the  potential  risk  to  the  lelus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  following  administration  of  «C  enalapril  maleale  II  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Botause  many  drugs  are  secreted  in  human  milk  caulion  should  be 

exercised  when  VASDTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  ettectiveness  in  children  have  ml  been  established 

Adverse  Reactions:  VASDTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  lOOD 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (52%).  dizziness 
(4  3%),andlaligue(3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1.4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1.3%),  orthostatic  ettects  (12%).  and  asthenia  (1 1%) 

Heart  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%).  hypotension  (6  7%).  orlhoslallc  ettects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%).  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  am  uncon- 
trolled clinical  trials  were:  fatigue  (18%).  headache  (18%).  abdominal  pain  (1 6%).  asthenia  (16%).  orthostatic  hypo- 
tension (16%).  vertigo  (16%).  angina  pectoris  (1.5%).  nausea  (1.3%).  vomiting  (1 3%).  bronchitis  (13%).  dyspnea 
(13%).  urinary  tract  Inleclion  (13%).  rash  (13%),  and  myocardial  intarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  vras  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
calegory 

Cardiovascular:  Myocardial  infarction  or  cerebrovascular  aaidenl.  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  am  inlarction.  rhythm  distur- 
bances. atrial  fibrillation:  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIDNS  and  DDSAGE  AND  ADMINISTRATIDN).  pros- 
tate hypertrophy. 

Respiralory:  Bronchospasm,  rhinoirhea,  asthma,  upper  respiratory  inleclion 
Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Dlher.  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alleralion,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASDTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASDTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  In  05%  ol  patients 
following  the  Initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  tailure  patients,  hypotension  occurred  in  6 7%  and  syncope  oaurred  in  2 2% 
of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  19%  of  patients  with  heart  tailure 
(See  WARNINGS.) 

Clinical  Laboralory  Test  Findings: 

Serum  Flecirolyles.  Hyperkalemia  (see  PRECAUTIDNS).  hyponatremia 

Crealinine.  Blood  Urea  Nilrogen.  In  controlled  clinical  trials,  minor  Increases  In  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASDTEC  alone  Increases  are  more  likely  to  oaur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIDNS.)  In  pallenis  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis.  Increases  In  blood  uiea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASDTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  In  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  crealinine  were  a cause  lor  disconllnuallon  In  1 2%  ot  patients 

Hemoglobin  and  Hemalocril  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASDTEC  bul  are 
rarely  of  clinical  Importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Dlher  (Causal Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  oaurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASDTEC  TMiurellc  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASDTEC  to  redlMflie  likelihood  ol  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  meifial  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  addiHorattfeur  (See  WARtJwGSand  FUECAUTIDNS.  Dnig 
Inleraclions.) 

The  recommended  Initial  dose  In  patients  not  on  diuretics  is  5 mg  once  a rja^Oosage  should  tip  wliusled  according  to 
blood  pressure  response  The  usual  dosage  range  Is  10  to  40  mg  per  day  admihislared  iq  a single  dbseot  In  two  divided 
doses  In  some  patients  treated  ona  daily,  the  antihypertensive  etfat  may  diminish  Inward  the  end  ot  the  dosing  interval 
In  such  patients,  an  Increase  in  dosage  or  twia-daily  administration  should  be  considered  llblqod  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  silMitutes.  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapnl  is  recommended  tor 
patients  with  a creatinine  clearana  >30  mL/mln  (serum  crealinine  ol  up  to  approximately  3 nig/dL)  For  patients  with 
crealinine  clearana  s30  mL/min  (serum  creatinine  s3  mg/dL),  the  lirsi  dose  is  2 5 mg  ona  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  Is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure.  VASOTEC  is  indialed  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2.5  mg  ona  or  twice  daily  Alter  the  initial  dose  of  VASOTEC,  the  patient  should  be  obarved  under  medial  supervision 
lor  at  last  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Dnig  Inleraclions)  If  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 

01  hypotension  The  apparance  ol  hypotension  alter  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  areful 
dose  titration  with  the  drug,  lollowing  ettectlve  management  ol  the  hypotension  The  usual  Ihefapeulic  dosing  range  lor 
the  Iralment  ol  hart  lallure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daity 
dosing  has  been  ettectlve  In  a controlled  study,  bul  narly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended dally  dose,  and  there  has  ban  much  more  experiena  with  twia-dally  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduad  mortality  in  patients  with  severe  hart  lallure  (NYHA  Class  IV).  patients  were 
Iraled  with  2.5  to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (Sa  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ettects  ) Dosage  may  be  adjusted  depending  upon  cllnial  or  hemody- 
namic response  (Sa  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Pahents  wilh  Renal  Impairment  or  Hyponatremia:  In  hart  failure  patials  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  cratinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 mg 
daily  under  close  medial  supervision  (Sa  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  lnleraclions.)The  dose  may  be  increased  to  25  mg  b I d . then  5 mg  bid  and  higher  , , i-i 

as  naded.  usually  at  Intervals  of  four  days  or  more.  It  at  the  lime  ot  dosage  adiustment  there  is  not  M 5 U 

exassive  hypotension  or  signiliant  deterioration  ol  renal  lunction  The  maximum  daily  dose  is  40  mg  m£RCK 
For  more  derailed  inlormalion.  consul!  your  MSD  representative  or  see  Prescribing  Information  Merck  SHARF^ 
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Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serve 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company  ? Our  staff  has  grown  fi’om 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serve  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underwriting  guidelines.  Ev  ery' 
claim  is  review  ed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Driv  e.  Let  us  show'  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

735  Riverside  Drive,  Jaclcson.  MS 

Pix)ne:  (601)  353-2000 

Mailing  Address:  RO.  Box  4915,  Jackson,  MS  39216-0915 
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tection from  one  of  America’s  leading  diseases CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


Carafiate*  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


d 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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( ARAFATE’ 

^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Dmg  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowevec 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagertesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroentero/ 1987;9(4):395-399. 
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YOCON* 

YOHIMBINE  HCI 


Oescriptloti:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinetgic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  Hieoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon'^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  dmg.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC  __ 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4. 

1983, 

4.  A.  Morales etal,,TheJournal of Urology128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Reasons  Why  You  Should 
Go  to  Biloxi* 


1.  You  Can  Make  Your  Voice  Heard.  The  MSMA  Annual  Session  is  an  opportunity 
to  participate  in  your  association’s  policy-making  activities.  Express  your  views  at  reference 
committee  hearings.  Participate  in  the  representative  process  in  the  House  of  Delegates. 

2.  Get  Information  About  Issues  Affecting  Your  Practice.  Hear  outstanding 

speakers  discuss  topics  of  interest  to  you.  Listen  to  their  suggestions  about  dealing  with  issues. 
Find  out  what’s  being  done  in  your  behalf.  Here  are  a few  topics  you  can  expect  this  year: 

— “MD  Rights  and  Duties  Under  the  Health  Care  Quality  Improvement  Act” 

— “Current  Legal  Issues  for  the  Hospital  Medical  Staff” 

— “Hospital  Medical  Ethics  Conunittees” 

— “Health  Issues  before  the  101st  Congress” 

— “The  Physician  Payment  Review/Harvard  Resource  Based  Relative  Value  Study” 

3.  Obtain  CME  Credit.  Scientific  programming  and  exhibits  will  provide  updates  in  these 
areas  and  more: 

— “Epidemiology  of  Tick-Borne  Diseases” 

— “Lyme  Disease” 

— “Psychiatric  Emergencies” 

— “Gallstone  Lithotripsy” 

— “Trauma  Helicopter:  Use  or  Abuse?” 

— “Post-Op  Pain  Management” 

— “Musculoskeletal  Magnetic  Resonance  Imaging” 

— “Outpatient  Management  of  Bum  Injuries” 

— “Recent  Advances  in  Arthroscopic  Surgery” 

4.  Join  Your  Colleagues  ...  for  medical  alumni  reunions  and  specialty  society  meetings. 

5.  Your  Family  Will  Enjoy  the  Special  Events.  The  program  includes  tennis,  golf, 
deep-sea  fishing,  and  other  special  activities,  including  opportunities  to  enjoy  the  sun,  fun,  and 
atmosphere  of  the  Gulf  Coast. 


*For  MSMA’s  121st  Annual  Session,  May  31-June  4,  at  the 

Royal  d’Iberville  Hotel. 


Edward  A.Dufresne,  Jr.  graduated 
from  St.  Stanislaus  in  1956  where 
he  was  a class  officer  and  captain 
of  the  school  band.  Today,  Judge 
Dufresne  presides  over  the  5th 
Circuit  Court  of  Appeal,  State  of  Louisiana. 


The  training  and  education  I received  from  the 
Brothers  at  St.  Stanislaus  have  provided  me 
with  the  necessary  foundation  to  meet  the  chal- 
lenges I have  met  throughout  my  adult  life:’ 


^ 


U; 
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To  the  Brothers  of  the  Sacred  Heart,  every 
student  is  a potential  leader.  And  giving  him 
the  proper  example— spiritual,  intellectual 
and  moral  — is  our  mission  at  St.  Stanislaus. 


SAIIMT 

S~r/X  INI  I S I- A l_l  S 

BOARDING  SCHOOL 
GRADES  6-12 
SUMMER  CAMP 
AGES  9-14 
304  South  Beach  Blvd. 

Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSI0NS-(601)  467-9057. 

St  Stanislaus 
helps  build  leaders. 


Award  Honors  Outstanding  Kansas  City,  MO  - Entries  are  now  being 

Patient  Education  Efforts  solicited  for  the  1989  Patient  Care  Awards 

for  Excellence  in  Patient  Education.  Ihe 
three  winners  will  be  honored  at  the  11th  Annual  Conference  on  Patient  Educa- 
tion. For  information  on  criteria,  contact  Barbara  VJidinar,  American  Acaderry 
of  Family  Physicians,  8880  Ward  Parkway,  Kansas  City,  MO  64114;  (800)  274-2237. 
Sel f-noraina tions  encouraged . 


Auxiliary  Seeks  Volunteers  Jackson,  MS  - Volunteers  are  needed  to 

For  Support  Network  participate  in  the  Auxiliary's  "Sharing 

Support  Neb'ADrk,"  a program  to  help  medical 
families  cope  with  the  stress  of  a malpractice  suit.  Success  of  the 
program  requires  the  participation  of  physicians'  spouses  v^o  are  willing 
to  share  their  ovTn  experiences.  Contact  the  MSflA  Auxiliary  today  to 
volunteer  for  tiiis  worthwhile  program. 


HIV  Infection  Rates  Chicago,  IL  - A report  in  the  March  24  JAMA 

Among  Childbearing  Women  suggests  that  1 in  150  childbearing  women  in 

New  York  State  is  infected  with  HIV,  with 
even  higher  rates  in  New  York  City  — 1 in  77  or  greater.  More  than  1800 
of  277,000  nev\boms  tested  were  HIV  positive.  Researchers  note  a gap  between 
the  cumulative  number  of  reported  pediatrics  AIDS  cases  (422  at  end  of  1988) 
and  the  number  of  infected  children. 


Outpatient  Surgery  Chicago,  IL  - The  number  of  outpatient 

Procedures  Triple  surgical  procedures  has  nearly  tripled  in 

the  years  between  1981  and  1987,  going 
from  3.6  million  procedures  to  9.75  million  procedures,  according  to 
figures  from  the  American  Hospital  Association.  Ou-tpatient  surgical 
procedures  now  account  for  44.4%  of  the  total  number  of  surgical  operations, 
up  from  18.5%  of  the  total  in  1981. 


Cyclosporine  May  Help  Chicago,  IL  - Short-term,  Ic^v-dose  treatment 

Psoriasis  and  Arthritis  with  cyclosporine  may  help  to  treat  both 

psoriasis  and  the  associated  artliritis 
seen  in  significant  numbers  of  patients,  a study  in  ^ril's  Archives  of 
Dermatology  suggests.  The  authors  of  the  small  study  and  an  editorial 
writer  agree  that  additional  tests  and  caution  are  necessary  in  using 
cyclosporine  as  a psoriasis  treatment. 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non- cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Clinical  Experience  with 
Ciprofloxacin:  Analysis  of  a 
Multicenter  Study 


SIDNEY  ALBERT  CHEVIS,  M.D. 
Bay  St.  Louis,  Mississippi 
WILLIAM  T.  OAKES,  M.D. 
Amory,  Mississippi 


Ciprofloxacin  (CIPRO®)  is  a newly  approved 
(1987)  antimicrobial  which  demonstrated  high  ac- 
tivity in  vitro  against  gram-negative  and  gram-pos- 
itive aerobic  pathogens.'-^  It  has  excellent  in  vitro 
activity  against  Enterobacteriaceae  species,  Pseu- 
domonas aeruginosa,  Haemophilus  and  Neisseria 
species.^  Orally  administered,  ciprofloxacin  ex- 
hibits therapeutically  achievable  Minimal  Inhibitory 
Concentrations  (MICs)  against  methicillin-resistant 
Staphylococcus  aureus  and  is  the  most  potent  oral 
antimicrobial  available  for  use  against  this  patho- 
gen/ Therefore,  ciprofloxacin  has  been  regarded  as 
an  excellent  oral  alternative  to  injectable  antibiotics. 

Most  of  the  literature  reports  double-blind,  con- 
trolled comparative  trials  intended  for  submission 
to  the  FDA  for  marketing  approval.  However,  these 
studies  contain  extremely  restrictive  inclusion  and 
exclusion  criteria  and  may  or  may  not  be  related  to 
how  the  product  would  perform  in  the  day  to  day 
practice  of  medicine.  Thus,  an  evaluation  of  the 
efficacy  and  safety  of  ciprofloxacin  in  day  to  day 
medical  practice  was  performed.  In  the  following, 
data  from  an  open  clinical  multicenter  study  per- 
formed in  the  state  of  Mississippi  is  reported. 

Drs.  Chevis  and  Oakes  are  engaged  in  the  private  practice  of 
family  medicine. 


The  authors  report  a multicenter  study  of 
19  patients  treated  with  ciprofloxacin  (mean 
daily  dosage,  972  mg  per  day;  mean  du- 
ration of  treatment,  8.5  days)  for  a variety 
of  infections,  ten  microbiologically  proven. 
Of  these,  bacteriologic  cure  equaled  70%, 
and  improvement  30%.  Overall,  clinical  cure 
equaled  73.7%,  while  improvement  was 
15.8%.  No  infections  were  classified  as 
chronic.  One  adverse  reaction  was  noted;  a 
case  of  severe  vomiting  classified  as  related 
definitely  to  ciprofloxacin  therapy.  The  pa- 
tient discontinued  therapy. 


Patients  and  Methods 

Guidelines  for  patients  admitted  into  the  study 
were  established  by  a standardized  protocol.  Data 
was  collected  on  brief,  two-page  Clinical  Evaluation 
Forms  (CEFs)  completed  by  the  investigators.  Sub- 
sequently, the  CEFs  were  retrieved  and  analyzed 
by  Oxford  Health  Care,  Inc.,  Clifton,  New  Jersey. 
Each  physician  investigator  categorized  all  patients’ 
infections  as  either  lower  respiratory  tract,  soft  tis- 
sue, skin  and  skin  structure,  or  other.  Three  inves- 
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tigators  from  Mississippi  entered  19  patients  into 
the  study.  Only  those  patients  who  received  cip- 
rofloxacin alone  as  antimicrobial  therapy  were  eval- 
uated. 

Several  criteria  determined  patient  selection.  In- 
clusions: male  and  female  inpatients  or  outpatients 
over  18  years  of  age  who  exhibited  clinical  evidence 
of  lower  respiratory  tract  infection,  skin  and  skin 
structure  infection,  or  soft  tissue  infection.  Exclu- 
sions: females  who  are  pregnant,  nursing,  or  not 
practicing  contraception;  patients  with  known  or 
suspected  allergy  to  quinolone  antibiotics  or  with 
known  moderately  to  severely  impaired  renal  func- 
tion; those  displaying  clinical  evidence  of  hepatic 
disease  or  requiring  other  concomitant  antimicrobial 
therapy;  and  patients  with  known  clinically  impaired 
immunological  function. 

Physicians  were  asked  to  record  adverse  reac- 
tions, their  duration  and  intensity,  and  the  action 
taken  in  regard  to  medication  adjustment  or  out- 
come. Any  serious  or  unexpected  reaction  was  to 
be  reported  within  72  hours  to  Miles  Inc.  The  in- 
vestigators were  to  use  their  judgment  regarding 
patient  response  to  therapy  and  to  adjust  antimicro- 
bial medication  if  response  was  determined  inade- 
quate. Patients  were  allowed  to  receive  any  other 
medication  deemed  necessary  by  the  physician.  The 
package  insert  acted  as  the  guideline  for  prescribing 
information. 

Bacteriology 

Specimens  were  collected,  when  available,  from 
sites  of  suspected  infection  prior  to  the  administra- 
tion of  ciprofloxacin.  Physicians  were  also  asked  to 
obtain  a culture  at  the  end  of  ciprofloxacin  therapy 
if  culturable  material  was  available.  Sensitivity 
analysis  was  performed  using  ciprofloxacin  disks 
provided  by  Miles  Inc.  For  patients  with  respiratory 
tract  infections,  sputum  was  processed  for  gram  stain 
and  culture  whenever  possible.  However,  many 
lower  respiratory  tract  infections  and  closed  wound 
infections  precluded  collection  of  a culture  speci- 
men. 

Results 

A biostatistician  at  Oxford  Health  Care,  Inc.  su- 
pervised data  processing.  The  statistics  generated 
were  descriptive  in  nature,  tabulated  exactly  from 
the  CEF.  Complete  as  well  as  incomplete  CEFs 
were  included  in  the  results,  regardless  of  whether 
the  physician  followed  every  protocol  parameter. 
All  patients  were  included  in  the  analysis  of  clinical 
efficacy;  however,  only  those  patients  who  had  a 
positive  culture  with  an  identified  organism  were 


TABLE  1 

FINAL  CLINICAL  OUTCOME  CLASSIFIED  BY 
LOCATION  OF  INFECTION* 


% of  total  (No.  of  pts.) 

Cure 

Improv 

Failure 

Cure  & 
Improv 

Lower  respiratory  tract 

63.6%(7) 

27.3%(3) 

9.1%(1) 

90.9% 

Soft  tissue 

100%(1) 

0 %(0) 

0 %(0) 

100% 

Skin/skin  structure 

66.7%(2) 

0 %(0) 

33.3%(1) 

66.7% 

Urinary  tract 

no  cases  reported 

Other 

I00%(4) 

0 %(0) 

0 %(0) 

100% 

Total 

73.7% 

15.8% 

10.5% 

89.5% 

* Data  available  for  all  patients. 


TABLE  2 

SIX  PATHOGENS  IDENTIFIED  IN  10  EVALUABLE  CULTURES 
AND  BACTERIOLOGIC  OUTCOME 


Type  of  Organism 

Cure 

Outcome 

Improv 

Fail 

E.  coli 

3 

0 

0 

Klebsiella  pneumoniae 

2 

0 

0 

Pseudomonas  aeruginosa 

0 

2 

0 

Staphylococcus  epidermidis 

1 

0 

0 

Streptococcus  pyogenes 

1 

1 

0 

Micrococcus  species 

1 

0 

0 

included  in  the  evaluation  of  bacteriologic  efficacy. 

No  patient  who  received  any  type  of  antimicrobial 
concomitantly  with  ciprofloxacin  was  evaluated  for 
either  safety  or  efficacy.  All  19  patients,  with  the 
exclusion  of  those  who  received  a concomitant  an- 
timicrobial, were  included  in  the  analysis  of  toler- 
ance to  the  drug  and  of  adverse  effects  of  treatment. 
The  data  indicated  that  no  patient  received  a con- 
comitant antimicrobial  in  this  study.  Skewed  data 
were  eliminated  when  necessary. 

A total  of  19  patients  (9  men  and  10  women) 
aged  16  to  88  years  (mean  age  51.6  years)  received 
500  to  1000  mg  of  ciprofloxacin  per  day  (mean 
dosage  972  mg  per  day)  for  1 to  14  days  (mean 
duration,  8.5  days). 

The  spectrum  of  infections  treated  comprises  a 
variety  that  would  be  expected  in  a multicenter  trial 
with  several  participating  physicians  from  across  the 
state.  For  the  total  patient  population  the  majority 
of  infections  were  classified  as  lower  respiratory 
tract  (57.9%),  followed  by  skin  and  skin  structure 
(15.8%),  soft  tissue  (5.3%),  urinary  tract  (0%)  and 
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other  (21%).  Of  note,  the  majority  of  patients  treated, 
83.3%,  were  outpatients;  hospitalized  patients  ac- 
counted for  only  16.7%  treated.  Two  patients  were 
continuing  ciprofloxacin  therapy  at  the  time  of  eval- 
uation. 

Patients  were  evaluated  for  both  clinical  and  bac- 
teriologic  efficacy.  All  patients  who  received  one 
dose  of  ciprofloxacin  were  considered  for  the  eval- 
uation of  the  clinical  efficacy  of  therapy,  regardless 
of  whether  a culture  was  obtainable.  Physicians  were 
asked  to  rate  the  final  clinical  outcome  of  the  in- 
fection by  indicating  cure,  improvement  or  failure. 
Final  clinical  outcome  of  therapy  with  ciprofloxacin 
for  each  diagnostic  category  is  summarized  in  Table 
1.  Clinical  cure  was  achieved  in  73.7%,  improve- 
ment in  15.8%  of  cases.  Overall  clinical  cure  plus 
improvement  equaled  89.5%  of  treated  infections. 
Only  two  patients  (10.5%)  had  outcomes  considered 
clinical  failures  by  the  treating  physician. 

Patients  who  had  an  initial  culture  that  identified 
a pathogen  were  included  in  the  analysis  of  bacte- 
riologic  efficacy.  Cultures  were  obtained  in  15  pa- 
tients initially.  Of  these,  ten  identified  the  specific 
bacteria  cultured  and  the  outcomes  of  therapy.  Neg- 
ative cultures  and  cultures  indicating  normal  flora 
were  not  evaluated.  Within  these  parameters,  for 
ten  of  19  patients  the  infection  was  microbiologi- 
cally  proven.  Of  the  evaluable  patients,  bacterio- 
logic  cure  equaled  70%,  while  improvement  com- 
prised 30%.  Cure  plus  improvement  was  100%.  No 
failures  were  reported.  Interestingly,  bacteriologic 
outcome  was  equal  to  or  better  than  the  clinical 
outcome. 

For  the  positively  identified  pathogens,  the  ma- 
jority of  infections  were  classified  as  lower  respi- 
ratory tract  (45.5%),  followed  by  other  (36.3%)  and 
skin  and  skin  structure  (18.2%).  No  microbiologi- 
cally  proven  infections  were  noted  in  either  the  soft 
tissue  or  urinary  tract  categories.  Though  urinary 
tract  infection  was  not  a category  on  the  CEF,  it 
was  statistically  separated  for  discussion  and  anal- 
ysis. The  six  reported  pathogens  and  their  bacteri- 
ologic outcome  are  summarized  in  Table  2. 

Adverse  Reactions 

All  19  patients  treated  with  ciprofloxacin  were 
included  in  the  evaluation  of  tolerance  and  adverse 
effects  related  to  therapy.  Of  the  19  patients  18 
reported  no  side  effects  (94.7%).  The  one  ADR 
reported  was  a severe  case  of  vomiting,  classified 
as  definitely  related  to  therapy  and  requiring  dis- 
continuation of  therapy.  No  other  ADRs  were  re- 
ported. 

Abnormal  laboratory  findings  were  reported  for 


three  patients;  these  abnormal  laboratory  reports  were 
not  related  to  administration  of  ciprofloxacin.  For 
example,  reports  of  chronic  anemia  and  a positive 
culture  and  sensitivity  were  listed  as  abnormal  lab- 
oratory results.  These  findings  were  not  indicative 
of  adverse  effects  stemming  from  the  use  of  cip- 
rofloxacin. No  reports  of  crystalluria  were  found. 

Discussion 

A relatively  new  class  of  antimicrobials,  the 
fluoroquinolones,  has  emerged  as  a powerful  new 
resource  for  physicians  to  treat  a broad  spectrum  of 
infections.  Ciprofloxacin  is  a potent  member  of  this 
drug  classification. 

Analysis  of  this  multicenter  study  indicates  that 
there  is  a good  correspondence  between  the  in  vitro 
activity  of  ciprofloxacin  and  the  clinical  efficacy  of 
treatment  with  ciprofloxacin.  Clinical  cure  was  ob- 
served in  73.7%  of  all  infections.  Cure  plus  im- 
provement equaled  89.5%  of  all  cass.  Bacteriologic 
efficacy  (cure  plus  improvement)  equaled  100%, 
while  clinical  efficacy  was  89.5%. 

The  safety  of  ciprofloxacin  was  assessed  for  all 
patients.  Overall,  therapy  with  ciprofloxacin  was 
extremely  well  tolerated.  Adverse  experiences  were 
infrequent  and  generally  mild.  Treatment  with  cip- 
rofloxacin had  to  be  discontinued  for  only  one  pa- 
tient because  of  adverse  experiences. 

Furthermore,  physicians  reported  eight  classifi- 
cations of  medications  that  were  administered  con- 
comitantly with  ciprofloxacin.  Cadiotonics,  diuret- 
ics and  antihypertensives  headed  the  list.  Still, 
adverse  reactions  were  minimal.  No  patients  were 
reported  to  have  had  an  allergic  reaction  to  cipro- 
floxacin, nor  were  any  incidents  of  theophylline 
toxicity  reported. 

Conclusion 

The  isolation  of  etiologic  bacteria  is  difficult,  es- 
pecially in  infections  of  the  lower  respiratory  tract 
and  in  closed  wound  infections.  Clinical  results  re- 
ported here  include  cases  with  and  without  obtained 
culture  and  sensitivity  results.  Bacteriologic  effi- 
cacy was  determined  by  culture  and  sensitivity.  The 
main  purpose  of  the  study  was  to  gather  a large 
amount  of  safety  and  efficacy  data  on  ciprofloxacin, 
after  its  FDA  approval,  as  used  in  a day  to  day 
clinical  setting  in  order  to  confirm  the  results  in 
smaller,  more  restrictive  trials  used  for  FDA  ap- 
proval of  the  product. 

The  present  clinical  experience  has  shown  that  a 
dosage  of  500  to  1000  mg  of  ciprofloxacin  therapy 
per  day  is  effective  in  a broad  spectrum  of  infections 
including  E.  coli,  Staphylococcus  aureus,  Proteus 


MAY  1989 


147 


CIPROFLOXACIN/Chevis  and  Oakes 


species,  Streptococcus  species,  Klebsiella  pneu- 
moniae, Pseudomonas  aeruginosa  and  Staphylo- 
coccus epidermidis.  In  addition  to  an  overall  clinical 
efficacy  (cure  plus  improvement)  of  89.5%,  the  bac- 
teriologic  efficacy  in  ten  patients  was  100%. 

Furthermore,  the  safety  of  ciprofloxacin  was  ex- 
cellent. Adverse  reactions  were  generally  mild,  gas- 
trointestinal in  nature  and  infrequent.  In  conclusion, 
it  appears  that  ciprofloxacin  offers  ease  of  admin- 
istration as  well  as  high  efficacy  and  safety  in  the 


treatment  of  a wide  variety  of  infections  that  might 
well  have  previously  required  parenteral  therapy  and/ 
or  hospitalization.  ★★★ 

Dr.  Chevis:  P.O.  Box  2339,  Bay  St.  Louis,  MS  (39321) 
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Rheumatoid  Arthritis  Occurring  with 
Sickle  Cell  Anemia  — Treatment 
Dilemma 


LINDA  ROCKHOLD,  M.D. 

VALEE  HARISDANGKUL,  M.D.,  Ph.D. 
Jackson,  Mississippi 


Arthropathy,  including  true  arthritis,  is  well 
documented  in  sickle  cell  disease.*'^  An  extensive 
search  of  the  literature  reveals  two  previous  reports 
of  an  association  of  sickle  cell  disease  with  sero- 
positive rheumatoid  arthritis/-  ^ A case  report  is 
described  here  to  demonstrate  the  features  of  pres- 
entation and  the  difficulties  encountered  in  medical 
management. 

Case  Report 

A 45-year-old  black  woman  with  sickle  cell  dis- 
ease was  diagnosed  with  rheumatoid  arthritis  in  1980 
when  she  presented  with  a symmetrical  polyarthritis 
of  proximal  interphalangeal,  wrist,  knee,  and  ankle 
joints.  She  was  treated  with  various  nonsteroidal 
agents  (naproxen,  piroxicam,  indomethacin,  sulin- 
dac,  and  ibuprofen)  without  relief  of  pain.  In  Jan- 
uary of  1986,  during  evaluation  of  pneumonia,  she 
was  noted  to  have  bilateral  wrist  synovitis  with  ef- 
fusions, decreased  visual  acuity  of  the  left  eye,  and 
a heart  murmur.  At  that  time  the  latex  fixation  was 
positive,  a chest  x-ray  was  consistent  with  pulmo- 
nary fibrosis,  and  aspiration  of  her  wrist  joint  re- 
vealed an  inflammatory  fluid  with  WBC  of  53,000 
WBC/cmm,  no  crystals,  and  negative  cultures.  The 
patient  had  prolonged  morning  stiffness,  dyspnea 
on  exertion,  and  a non-productive  cough.  She  had 
no  rash  and  no  fever.  Her  two  pillow  orthopnea  had 
been  stable  for  several  years  and  she  noted  persistent 
pedal  edema  on  low  dose  furosemide.  Despite  per- 
sistent pain  and  swelling  in  her  knees  and  wrists, 
the  patient  remained  mobile  and  reasonably  self  suf- 
ficient. 


From  the  Division  of  Rheumatology,  Department  of  Medicine, 
University  of  Mississippi  Medical  Center,  Jackson,  MS. 


She  stated  that  although  she  had  had  problems 
with  the  hand-foot  syndrome  as  a child  and  had 
been  hospitalized  multiple  times  between  1961  and 
1974  for  pain  crises,  she  had  had  no  significant 
problems  with  her  sickle  cell  disease  in  several  years. 

The  patient  was  referred  to  our  institution  in  March 
1986  for  management  of  recurrent  wrist  effusions. 
She  was  admitted  in  April  1986  for  synovectomy 
of  her  right  wrist. 

On  physical  examination  the  temperature  was 
100.2  F,  pulse  88  per  minute,  and  blood  pressure 
120/90  mm  Hg.  She  was  a well  developed,  thin, 
black  female  in  no  acute  distress,  alert,  oriented, 
and  cooperative.  Multiple  firm  nodules  were  present 
over  extensor  surfaces  of  elbows,  fingers,  and  the 
left  lateral  neck.  A pterygium  was  present  in  the 
left  eye.  Rales  were  present  to  mid-scapula.  The 
cardiac  exam  showed  a dynamic  precordium  with 
a laterally  displaced  point  of  maximal  impulse.  A 
grade  II/VI  systolic  murmur  radiating  to  both  ca- 
rotids was  present.  Joint  examination  was  remark- 
able for  marked  decrease  in  shoulder  abduction  and 
extension,  bilateral  mild  flexion  contractures  of  el- 
bows, marked  fluctuant  synovitis  of  wrists  which 
was  circumferential  on  the  right,  ulnar  drift  of  fin- 
gers with  synovitis  and  subluxation  of  MCP  and  PIP 
joints  (see  Figure  1).  Both  knees  were  swollen  with 
effusions  and  both  ankles  were  swollen  with  in- 
creased skin  temperature. 

An  ophthalmologic  evaluation  indicated  the  pres- 
ence of  sickle  cell  retinopathy. 

Laboratory  results  obtained  at  admission  revealed 
a hemoglobin  of  5.9  g/dl,  hematocrit  16.8%,  WBC 
= 7600/cmm,  platelets  = 554,000/cmm,  and  a 
Wintrobe  sedimentation  rate  of  33  mm/hr.  Serum 
glucose,  sodium,  chloride,  BUN,  creatinine,  and 
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alkaline  phosphatase  were  normal.  The  serum  uric 
acid  was  10.5  mg/dl,  total  protein  was  5.6  g/dl, 
albumin  2.9  g/dl.  LDH  was  725  IU/1.  Urinalysis 
showed  2 + protein  with  a 24  hour  collection  pro- 
ducing 21.17  grams  of  protein  and  a creatinine 
clearance  of  92  ml/min.  A chest  x-ray  showed  car- 
diomegaly,  increased  interstitial  markings  with  a 
possible  overlying  pneumonitis.  Also,  diffuse  bone 
demineralization  was  present  with  “fishmouth” 
thoracic  vertebrae.  Cervical  spine  films  were  inter- 
preted as  severe  erosion  of  the  odontoid  with  a 1 
cm  anterior  subluxation  of  Cl  on  C2.  Hand  films 
showed  almost  total  destruction  of  carpal  bones  with 
erosions  and  joint  space  obliteration  of  all  PIP  and 
MCP  joints  (see  Figure  2).  An  echocardiogram  was 
consistent  with  chronic  volume  overload.  Arthro- 
centesis  of  the  right  wrist  showed  WBC  of  33,000/ 
cmm  with  78%  neutrophils,  no  crystals,  and  sterile 
cultures.  A latex  fixation  for  rheumatoid  factor  was 
positive  at  1:1280,  ANA  was  positive  at  1:220,  and 
a hemoglobin  electrophoresis  showed  the  patient  to 
have  96.8%  hemoglobin  S with  3.2%  hemoglobin 


A2.  Skin  tests  showed  the  patient  to  be  anergic. 

An  orthopedics  consult  was  obtained  and  two  large 
cysts  were  removed  from  the  patient’s  right  wrist. 
The  procedure  was  performed  using  an  axillary  block 
with  a tourniquet.  There  were  no  complications.  At 
surgery  the  dorsal  cyst  appeared  to  be  eroding  the 
extensor  tendons.  Both  the  dorsal  and  volar  cysts 
contained  a thick,  purulent-appearing  material.  No 
organisms  were  seen  on  gram  stain,  and  all  cultures 
remained  sterile.  The  biopsy  specimen  was  covered 
in  villous  projections  consistent  with  acute  and 
chronic  inflammation.  The  final  report  was  read  as 
a fibrous  walled  cyst  with  a granulation  tissue  lin- 
ing. 

The  patient  did  very  well  postoperatively  and  was 
treated  with  hydroxychloroquine  for  rheumatoid  ar- 
thritis. Treatment  was  stopped  three  months  later 
when  she  developed  hemolysis  without  painful  cri- 
sis. Her  drop  in  hematocrit  led  to  high  output  heart 
failure  which  became  a major  medical  problem.  In 
August  1987,  she  suffered  a respiratory  arrest  sec- 
ondary to  sickle  cell  anemia  and  cardiomyopathy 


Figure  1 . Giant  cystic  lesion  of  the  right  dorsal  hand  with  synovial  thickening  of  wrists,  MCP’s,  and  PlP’s. 
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Figure  2.  Severe  erosive  destruction  of  carpal  bones,  MCP’s,  and  PIP’ s without  radiographic  evidence  of  tophi. 


requiring  intubation  and  artificial  ventilation.  She 
recovered  after  prolonged  hospitalization.  Rheu- 
matoid arthritis  remained  active  but  no  aggressive 
treatment  was  given  because  of  her  other  medical 
problems  except  for  pain  control  and  neck  support 
with  cervical  collar. 

Comments 

The  patient  reported  here  illustrates  the  clinical 
presentation  of  sickle  cell  disease  (SCD)  with  rheu- 
matoid arthritis  (RA)  with  multisystem  disease.  Ar- 
thritis, pulmonary  involvement,  proteinuria,  and 
anemia  occur  in  both  SCD  and  RA  making  the  di- 
agnosis and  management  of  RA  difficult. 

In  general,  the  arthritis  associated  with  SCD  is 
acute,  non-inflammatory,  self-limited,  and  related 
to  painful  crises.'’^  However,  the  presence  of  chronic 
joint  involvement  is  also  known  to  SCD  and  is  most 
commonly  due  to  the  microvascular  obstruction  that 


leads  to  avascular  necrosis  of  the  femoral  head  or 
to  bony  infarcts.^  In  1977,  Schumacher  et  al  de- 
scribed chronic  synovitis  in  two  patients  with  SCD 
that  resulted  in  destruction  of  the  articular  cartilage.'* 
Although  one  of  those  patients  had  a transiently 
positive  rheumatoid  factor  and  the  other  had  an  in- 
flammatory synovitis,  neither  could  meet  the  ARA 
criteria  for  RA.  Casey  and  Cathcart  reported  a pa- 
tient with  sickle  cell  trait,  hemarthrosis,  and  pos- 
sible RA.^  This  patient  was  seronegative  without 
x-ray  abnormality  or  extra-articular  manifestations 
of  RA.  The  patient  presented  here  meets  the  ARA 
criteria  for  classic  RA;  morning  stiffness,  pain  and 
swelling  in  multiple  joints,  symmetrical  joint  in- 
volvement, subcutaneous  nodules,  typical  x-ray 
changes  (including  subluxation  of  the  cervical  spine), 
an  inflammatory  synovial  fluid  without  crystals,  and 
rheumatoid  factor.  The  marked  bony  destruction  seen 
in  this  patient,  as  well  as  the  elevated  serum  uric 
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acid,  suggested  possible  gouty  arthritis.  Gouty  ar- 
thritis, including  tophaceous  gout,  has  been  de- 
scribed in  patients  with  SCD.^  The  actual  incidence 
of  gout  in  SCD  is  difficult  to  determine  since  the 
clinical  course  of  acute  gout  exactly  parallels  that 
of  the  non-inflammatory  arthritis  most  often  seen 
with  SCD.  Our  diagnosis  of  RA  rather  than  gout 
was  weighted  by  the  presence  of  atlantoaxial  dis- 
ease, the  fulfillment  of  classic  RA  criteria,  and  the 
absence  of  urate  crystals. 

Other  causes  of  arthritis  in  SCD  include  septic 
arthritis,  osteomyelitis,*  hand-foot  syndrome  in 
children,®  a syndrome  of  arthritis  occurring  with  leg 
ulcers,*  and  as  mentioned  above,  bone  pain  and/or 
necrosis  due  to  obstructed  blood  flow.*  None  of 
these  etiologies  applied  to  the  patient  presented. 

In  addition  to  arthritis,  our  patient  was  found  to 
have  pulmonary  abnormalities,  proteinuria,  and  vi- 
sion complaints.  Ocular  findings  in  SCD  are  most 
commonly  due  to  retinal  vessel  obstruction  and  its 
sequelae, while  the  most  common  eye  abnormality 
in  RA  is  keratoconjunctivitis  sicca.  However,  each 
may  have  dramatic  eye  lesions  and  even  result  in 
loss  of  vision. 

Pulmonary  involvement  in  RA  may  be  pleural 
disease,  vasculitis,  pneumonitis,  or  interstitial  fi- 
brosis. In  SCD,  the  most  frequently  reported  prob- 
lems are  pneumonia,  pulmonary  infarctions,  the 
acute  chest  syndrome,  and  pulmonary  hypertension. 
From  her  history  and  medical  records  we  found  that 
our  patient  had  been  treated  for  pneumonia  and  has 
had  previous  chest  x-rays  interpreted  as  interstitial 
lung  disease.  She  currently  has  pulmonary  function 
tests  showing  restrictive  disease.  Therefore,  her  pul- 
monary involvement  is  quite  probably  a combina- 
tion of  SCD  and  RA  manifestations. 

Proteinuria,  although  usually  not  in  the  nephrotic 
range,  may  occur  in  RA  or  SCD.  A secondary  amy- 
loidosis as  seen  in  chronic  inflammatory  diseases 
may  result  in  very  elevated  urine  protein.  Sickle  cell 
nephropathy  has  been  associated  with  the  nephrotic 
syndrome  with  the  majority  of  these  patients  show- 
ing electron  dense  deposits  within  the  glomeruli." 
Another  possible  explanation  for  proteinuria  in  our 
patient  could  be  the  use  of  nonsteroidal  anti-inflam- 
matory agents. 

There  is  no  satisfactory  drug  regimen  for  this 
unfortunate  patient.  Her  disease  is  aggressive,  yet 
her  other  medical  problems  are  contraindications  for 
the  use  of  remittive  agents.  Gold  and  pencillamine 
can  not  be  considered  because  of  the  nephrotic  range 
proteinuria  and  marked  anemia.  We  consider  the 
use  of  cytotoxic  drugs  too  aggressive  for  a patient 
who  needs  a brisk  reticulocytosis.  We  are  also  hes- 


itant to  use  sulfasalazine  in  a patient  with  known 
nephrotic  syndrome  and  blood  dycrasia.  Intra- artic- 
ular steroid  injection  was  associated  with  recurrent 
sickle  cell  crises.*  * Non-steroidal  anti-inflamma- 
tory drugs  may  contribute  to  her  proteinuria  as  well 
as  diminished  renal  function,  especially  since  an 
increased  renal  sensitivity  to  prostaglandins  has  been 
reported  in  SCD  patients.'*  Hydroxychloroquine  was 
associated  with  episodes  of  hemolysis.  Both  her 
immunocompromised  state  from  SCD  and  her  se- 
vere osteoporosis  are  relative  contraindications  for 
steroid  therapy.  We  are  left  with  surgical  interven- 
tion, in  particular,  those  procedures  which  can  be 
performed  without  intubating  the  patient.  Our  pa- 
tient tolerated  axillary  block  with  tourniquet  use 
very  well.  Postoperative  treatment  was  limited  to 
only  pain  control  and  supportive  measures. 

In  summary,  we  report  a patient  with  rheumatoid 
arthritis  occurring  in  the  presence  of  hemoglobin  SS 
disease.  We  assume  this  to  be  coinciding  disease 
rather  than  a causal  relationship.  We  are  beginning 
to  see  an  older  sickle  cell  population.  As  they  age, 
we  should  expect  to  encounter  more  problems  with 
diseases  such  as  RA  that  increase  with  age.  As  seen 
with  this  patient,  we  may  expect  to  see  multisystem 
disease  that  will  present  a therapeutic  dilemma.  This 
patient  illustrated  the  marginal  benefit  of  therapeutic 
agents  when  faced  with  unacceptable  side  effects. 

★★★ 

2500  North  State  Street  (39216) 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  se/ve  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  sen/ices  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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THE  PRESIDENTS  PAGE 

DAVID  R.  STECKLER,  M.D. 


Some  Final  Impressions 

There’s  a saying  that  time  flies  when  you  are  having  fun,  and  although  I can’t 
say  it’s  all  been  “fun,”  certainly  time  has  passed  quickly  during  my  year  as 
president  of  our  association. 

This  will  be  my  last  “President’s  Page”  and  it  seems  appropriate  to  mark  the 
occasion  by  first  thanking  all  of  you  who  have  served  in  county  and  state  society 
offices  this  year  for  your  leadership  on  behalf  of  our  profession.  You  made  my 
job  easier  and  I am  grateful  for  your  help.  I also  want  to  express  special  thanks 
to  Charlie  Mathews  and  the  MSMA  staff. 

My  travels  around  the  country  this  year  for  meetings  with  you  and  others 
concerned  about  the  future  of  health  care  have  left  me  with  a number  of  impres- 
sions which  I would  like  to  share  with  you  in  this  final  President’s  Page.  These 
impressions  concern  the  organization,  responsibilities,  and  public  image  of  our 
profession  and  all  are  interrelated. 

From  an  organization  standpoint  I have  become  even  more  convinced  that  there 
must  be  one  entity  representing  our  profession  in  the  political  and  socioeconomic 
arenas  on  the  county,  state  and  national  levels  and,  name  it  what  you  want,  that 
organization  must  be  patterned  after  the  county  society,  state  society  and  the 
AM  A if  it  is  to  be  successful.  Our  members  are  not  great  enough  to  divide  into 
different  camps  seeking  different  goals,  and  we  must  have  a national  organization 
that  begins  at  the  grassroots,  namely  the  county  medical  society. 

Next,  I believe  we  must  assume  and  demonstrate  more  responsibility  for  ef- 
ficient utilization  of  the  health  care  system  in  our  country.  With  Medicare  Part- 
B expenditures  going  up  15-20  percent  a year;  a $150  billion  federal  budget 
deficit;  37  million  people  without  health  insurance  coverage  in  a country  spending 
more  per  capita  for  health  care  than  any  country  in  the  world;  and  89  percent  of 
the  American  people  indicating  they  see  a need  for  fundamental  change  in  the 
direction  and  structure  of  our  health  system  — it  doesn’t  take  a genius  to  realize 
that  our  profession  has  a challenge  and  opportunity  to  address  growing  concerns 
about  the  efficiency  of  our  health  care  system.  Projects  such  as  the  AMA/Rand 
Corporation  effort  to  develop  parameters  of  care  should  also  include  information 

(Continued  on  page  172) 
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Philanthropy  in  Mississippi 

The  Vision 

A few  years  ago  I found  that  over  50  doctors  had 
donated  to  the  Family  Health  Foundation  of  Amer- 
ica (the  philanthropic  arm  of  the  American  Acad- 
emy of  Family  Physicians)  that  year.  With  the  need 
for  money  in  our  own  state  to  support  family  practice 
endeavors  being  so  great,  some  of  us  in  the  Mis- 
sissippi Academy  of  Family  Physicians  decided  to 
work  on  having  our  own  Family  Health  Foundation 
of  Mississippi.  It  has  now  become  a reality,  the 
only  philanthropic  organization  in  our  state  devel- 
oped by  a specialty. 

Incorporation 

Over  the  past  year  we  have  developed  the  articles 
of  incorporation  and  the  bylaws  of  the  organization; 
have  become  a bona  fide  corporation;  and  now  we 
are  pleased  to  announce  that  we  not  only  have  our 
tax  exempt  status  confirmed  with  the  Internal  Rev- 
enue Service  (through  being  a 501(c)(3)  corpora- 
tion) but  already  have  several  thousand  dollars  con- 
tributed. 

The  Goals 

The  corporation  is  organized  for  educational  and 
research  purposes,  specifically  for  establishing  and 
administering  programs  of  continuing  medical  ed- 
ucation for  licensed  physicians  in  the  medical  spe- 
cialty of  family  practice  in  the  State  of  Mississippi; 
to  support  activities  which  encourage  medical  stu- 
dents to  pursue  family  practice  as  their  intended 
specialty  in  sufficient  numbers  to  meet  the  family 
practice  needs  in  the  State  of  Mississippi;  to  support 
activities  which  enhance  the  educational  preparation 
and  training  of  prospective  family  physicians  at  the 
undergraduate  and  graduate  levels;  to  support  ac- 
tivities which  maintain  the  educational  excellence 
of  family  physicians  throughout  their  practice  ex- 
perience; and  to  support  research  activities  in  family 


practice  which  will  ultimately  result  in  improved 
patient  care. 

Network 

We  have  now  become  a member  of  the  foundation 
network.  In  so  doing,  70%  of  all  undesignated  do- 
nated money  comes  back  to  us,  as  does  30%  of 
physicians’  gifts  from  all  non-foundation  network 
states  by  formula,  and  15%  of  the  corporate  mem- 
bership contributions  are  likewise  distributed  to  us. 
ninety  percent  of  the  money  returned  to  us  will  go 
for  research  and  educational  projects. 

I am  very  excited  about  our  foundation  in  our 
state.  It  is  one  of  those  things  that  will  be  a boon 
to  practicing  physicians,  residents,  medical  stu- 
dents, and  ultimately,  our  patients. 

Thank  God  I’m  a physician  in  this  great  philan- 
thropic State  of  Mississippi. 

Joe  Johnston,  M.D. 

Associate  Editor 


Medico-Legal  Brief 

Safe  Harbors  For  The 
Stormy  Medicare  Seas 

Generations  of  tax  lawyers  have  guided  their 
clients’  transactions  to  “safe  harbors,’’  where  they 
were  legally  protected  from  certain  types  of  taxa- 
tion. Now  it  appears  that  health  care  lawyers  will 
have  to  identify  some  new  “safe  harbors’’  for  their 
clients’  transactions. 

The  Social  Security  Act  has  always  provided 
criminal  penalties  for  paying  or  receiving  bribes, 
kickbacks  or  rebates  for  the  referral  of  business  un- 
der Medicare  or  Medicaid.  The  Medicare  and  Med- 
icaid Patient  and  Program  Protection  Act  of  1987 
provided  an  alternative  civil  remedy  for  violations 
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MEDICO-LEGAL  BRIEF/Continued 

of  the  anti-kickback  provisions.  This  alternate  rem- 
edy is  exclusion  from  the  Medicare  and  Medicaid 
programs.  Another  provision  of  the  Medicare  and 
Medicaid  Patient  and  Program  Protection  Act  of 
1987  requires  the  promulgation  of  regulations  spec- 
ifying those  payment  practices  that  will  not  be  con- 
sidered to  be  violations  of  the  prohibition  against 
kickbacks  or  rebates  for  referrals.  In  other  words, 
those  payment  practices  that  are  “safe”  from  pros- 
ecution, hence  “safe  harbors.” 

Proposed  regulations  were  finally  published  in  the 
Federal  Register  for  January  23,  1989,  and  could 
be  promulgated  in  final  form  by  the  time  this  article 
is  published.  The  Department  of  Health  and  Human 
Services  cautions  that  those  who  fail  to  fully  comply 
with  these  regulations  risk  subjecting  themselves  to 
a civil  or  criminal  enforcement  action.  HHS  also 
warns  that  compliance  with  these  regulations  does 
not  provide  immunity  from  other  Federal  or  State 
laws. 

The  Safe  Harbors 

The  first  “safe  harbor”  relates  to  investment  in- 
terests. Dividends,  interest,  capital  gains  distribu- 
tions, and  similar  payments  from  an  investment  ob- 
tained for  fair  market  value  are  protected  if  the 
payment  is  from  a business  large  enough  to  be  re- 
quired to  register  with  the  Federal  Securities  and 
Exchange  Commission.  At  this  point  it  might  be 
welt  to  note  that  in  any  prosecution  the  government 
must  prove  that  the  payment  was  for  the  referral  of 
business  under  the  Medicare  or  Medicaid  programs. 
Simply  receiving  payments  from  an  organization 
engaged  in  health  care  endeavors  is  not  enough. 
The  “safe  harbor”  here  protects  the  physician  who 
owns  stock  or  securities  in  a large  company  whose 
products  the  physician  prescribes  for  his  Medicare 
patients.  However,  health  care  providers  who  have 
established  limited  partnerships,  or  other  similar  ar- 
rangements, with  physicians  who  refer  patients  to 
the  partnership,  and  who  receive  “dividends”  based 
on  the  volume  of  referrals,  will  be  at  risk  and  outside 
the  “safe  harbor.” 

Payments  made  for  space  rental,  equipment  rental, 
personal  services  or  management  services  may  con- 
stitute kickbacks  or  rebates  for  the  referral  of  pa- 
tients. Arrangements  for  payments  in  excess  of  mar- 
ket value  for  the  rental  of  space  or  equipment  for  a 
limited  time,  such  as  an  hour,  and  solely  for  ren- 
dering care  and  treatment  to  a referred  patient,  may 
fall  into  that  category.  Likewise,  arrangements  to 
provide  billing  and  collection  services  for  providers 


to  whom  patients  have  been  referred,  at  rates  in 
excess  of  market  value,  may  also  fall  into  that  cat- 
egory. Therefore,  similar  “safe  harbors”  have  been 
developed  to  embrace  these  similar  payments.  The 
“safe  harbors”  require  (1)  a written  agreement 
signed  by  both  parties  for  a term  of  at  least  one 
year;  (2)  the  agreement  must  specify  the  premises, 
equipment  or  services  covered;  (3)  if  the  use  of  the 
premises  or  equipment  is  for  periodic  intervals  or 
the  services  are  to  be  rendered  periodically,  the 
agreement  must  specify  exactly  the  intervals  and  the 
exact  rent  or  charge  for  each  such  interval;  and  (4) 
the  rent  or  compensation  paid  must  be  based  on  fair 
market  value  and  not  on  the  volume  of  referrals. 

Another  “safe  harbor”  provided  in  the  regula- 
tions provides  protection  for  the  sale  of  a practice 
by  one  practitioner  to  another  when  the  sale  is  com- 
pleted within  one  year  from  the  date  of  the  contract 
and  the  seller  is  not  able  to  make  referrals  to  the 
purchaser  more  than  a year  after  the  date  of  the 
contract  to  sell.  This  is  primarily  intended  to  elim- 
inate those  arrangements  whereby  hospitals  osten- 
sibly purchase  the  physician’s  practice  but  the  phy- 
sician continues  to  operate  the  practice,  and 
presumably  assures  the  hospital  of  continued  refer- 
rals. 

The  foregoing  does  not  reflect  a complete  picture 
of  all  of  the  regulations  being  proposed.  Although 
there  are  other  “safe  harbors,”  and  therefore  other 
risks,  which  clearly  should  be  examined  closely, 
the  foregoing  are  probably  the  most  important  for 
physicians. 

Action  Required 

Like  any  good  sea  captain,  physicians  who  may 
be  participating  in  arrangements  such  as  those  de- 
scribed above  should  head  for  a “safe  harbor.  ” This 
means  contacting  your  attorney  and  asking  him  or 
her  to  review  your  situation  under  these  new  reg- 
ulations. Your  attorney  may  recommend  that  you 
make  substantial  changes  in  how  you  handle  refer- 
rals. 

It  should  be  remembered,  however,  that  failure 
to  be  in  a “safe  harbor”  does  not  necessarily  mean 
that  you  are  in  violation  of  the  prohibition  against 
rebates  for  the  referral  of  Medicare  or  Medicaid 
business.  The  attorneys  in  the  Office  of  General 
Counsel  will  be  glad  to  try  to  help  you  understand 
these  regulations  and  the  issues  involved. 

William  B.  Smith,  J.D. 

Senior  Attorney 

Health  Law  Division,  AM  A 
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121st  Annual  Session  Highlights 
Socioeconomic,  Legislative,  Scientific  Issues 


Reimbursement  issues,  legislative  and  congres- 
sional considerations,  professional  ethics  develop- 
ments, quality  assurance  matters,  trends  in  medical 
staff  law,  and  scientific  updates  all  are  topics  in- 
cluded in  a packed  agenda  for  MSMA’s  121st  An- 
nual Session,  which  gets  underway  May  31.  The 
program  also  includes  policy-making  meetings,  sci- 
entific and  technical  exhibits,  and  elections  of  as- 
sociation officers,  along  with  dozens  of  specialty 
society  and  fellowship  activities. 

Kicking  off  the  five-day  session  are  the  annual 
meeting  of  the  Young  Physicians  Section  (YPS)  and 
a gala  President’s  Reception  for  members,  their 
families,  and  guests.  Both  these  events  take  place 
on  Wednesday,  May  31. 

Dr.  John  Zapp  of  AMA’s  Washington  office  and 
Rep.  Ed  Buelow  of  Vicksburg,  chairman  of  the 
Public  Health  and  Welfare  Committee  of  the  Mis- 
sissippi House  of  Representatives,  are  scheduled  to 
speak  at  the  Young  Physicians  Section  on  Wednes- 
day afternoon.  Dr.  Tim  Alford  of  Kosciusko,  chair- 
man of  the  YPS,  wilt  serve  as  moderator. 

An  atmosphere  of  family  fun  will  prevail  at  the 
President’s  Reception,  which  this  year  is  being  held 
at  Gulf  Marine  State  Park.  Plans  include  a delicious 
cocktail  buffet,  music,  and  tours  of  this  exciting 
facility. 

‘ ‘Relative  Value  or  Early  Retirement’  ’ is  the  topic 
to  be  delivered  by  Dr.  Robert  McAfee  of  Portland, 
Maine,  a member  of  the  AMA  Board  of  Trustees. 
Dr.  McAfee  will  be  a featured  speaker  at  the  open- 
ing session  of  the  MSMA  House  of  Delegates  on 
Thursday  morning.  Also  on  the  House  agenda  is  an 
address  by  MSMA  president  David  Steckler,  M.D., 
and  presentation  of  reports  and  resolutions. 

Physician  reimbursement  issues  will  be  discussed 
by  Dr.  Jim  Bob  Brame  of  Eldorado,  Texas,  a mem- 
ber of  the  Physician  Payment  Review  Commission. 
Dr.  Brame  is  featured  speaker  at  the  annual  meeting 
of  the  Mississippi  Foundation  for  Medical  Care  on 
Thursday  afternoon. 

Continuing  medical  education  credit  will  be 
awarded  for  attendance  at  the  scientific  assembly, 
which  will  be  held  Friday,  June  2.  The  Surgery 
Plenary  Session  will  be  conducted  that  morning  in 


conjunction  with  the  American  College  of  Sur- 
geons, Mississippi  Chapter.  The  Medicine  Plenary 
Session  will  be  held  that  afternoon.  Programs  for 
the  scientific  meetings  are  outlined  on  page  159. 

Hospital  administrators  and  members  of  hospital 
medical  staffs  face  a number  of  issues  in  today’s 
medical  environment.  The  fifth  annual  meeting  of 
the  MSMA  Hospital  Medical  Staff  Section,  set  for 
Saturday  morning,  June  3,  will  provide  discussions 
of  those  issues.  A Jackson  attorney,  George  Q.  Ev- 
ans, will  discuss  “Current  Trends  in  Hospital  Med- 
ical Staff  Law.’’  Dr.  Margaret  Wilson,  project  of- 
ficer of  the  National  Practitioner  Data  Bank,  will 
speak  on  “The  Health  Care  Quality  Improvement 
Act”  at  a teleconference  originating  from  Rock- 
ville, Maryland.  Dr.  Nancy  Tatum’s  presentation 
on  “The  Hattiesburg  Ethics  Forum”  will  complete 
the  HMSS  program. 

Among  the  many  medical  related  groups  which 
have  scheduled  concurrent  meetings  during  the  121st 


OFFICIAL  CALL 

To  all  members  of  the  Mississippi 

State  Medical  Association 

The  121st  Annual  Session  of  the  Mississippi 
State  Medical  Association  is  called  to  meet  at 
Biloxi,  Mississippi,  on  Wednesday,  May  31, 
1989,  pursuant  to  Article  V of  the  Constitu- 
tion. The  House  of  Delegates  will  be  convened 
at  the  Royal  d’Iberville  Hotel  at  9:00  a.m.  on 
June  1. 

The  Scientific  Assembly  will  meet  June  2. 

No  member  or  guest  will  be  permitted  to 
participate  in  any  aspect  of  the  annual  session 
until  regularly  registered. 

David  R.  Steckler,  M.D. 

President 

Don  Q.  Mitchell,  M.D. 

Secretary -Treasurer 
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121st  Annual  Session 

Summary  of  Activities 

Wednesday,  May  31 

Young  Physicians  Section 
President’s  Reception  (causal  dress) 

Thursday,  June  1 

MSMA  Member/Exhibitor  Breakfast 
House  of  Delegates 
Miss.  Foundation  for  Medical  Care 
Reference  Committee  Hearings 
American  Medical  Society  on  Alcohol  and 
Other  Drug  Dependencies 
Medical  Alumni  Reunions 

Friday,  June  2 

MSMA  Member/Exhibitor  Breakfast 
MSMA  Past  President’s  Breakfast 
Surgery  Plenary  Session 
Lunch  with  Exhibitors 
Medicine  Plenary  Session 
Miss.  Ob-Gyn  Society 
Miss.  Psychiatric  Association 
American  College  of  Surgeons,  Miss. 
Chapter 

Miss.  Academy  of  Family  Physicians 
Miss.  EENT  Association 
American  Society  of  Internal  Medicine 
MSMA/MSMAA  “Swamp  Party’’  (causal 
dress) 

Saturday,  June  3 

Hospital  Medical  Staff  Section 
Investment/Retirement  Planning  Seminar 
Miss.  Anesthesiology  Society 
Miss.  Pathology  Society 
Miss.  Urological  Society 
Miss.  Dermatology  Society 
American  College  of  Emergency  Physi- 
cians, MS  Chapter 

Sunday,  June  4 

Continental  Breakfast 
Church  Services 
House  of  Delegates 


ANNUAL  SESSION/Continued 

Annual  Session  are  more  than  a dozen  specialty 
societies  and  three  medical  alumni  organizations  — 
Millsaps,  Tulane  and  the  University  of  Mississippi. 

Members,  spouses  and  guests  will  have  plenty  of 
opportunities  to  enjoy  special  events  along  with  the 
educational  and  business  offerings.  Tennis  and  golf 
tournaments  are  on  the  schedule,  along  with  the 
popular  deep-sea  fishing  rodeo.  The  annual  MSMA/ 
MSMA  Auxiliary  membership  dinner  this  year  will 
take  a new  approach  — a “Swamp  Party’’  theme, 
complete  with  decorations,  music,  Cajun  buffet,  and 
prizes  to  be  awarded  to  the  most  appropriately 
dressed  couple. 

Concluding  the  busy  five  days  will  be  the  final 
session  of  the  House  of  Delegates,  set  for  Sunday 
morning  following  church  services  to  be  conducted 
in  the  hotel.  Delegates  will  cast  ballots  for  more 
than  75  nominees  who  have  been  selected  by  the 
Nominating  Committee  to  fill  vacancies  in  associ- 
ation offices.  The  121st  Annual  Session  will  end 
with  the  installation  of  Dr.  J.  Edward  Hill  as  1989- 
90  MSMA  president. 

The  MSMA  Auxiliary  is  conducting  its  66th  An- 
nual Session  concurrently  with  the  MSMA  annual 
meeting.  For  more  information,  see  the  Auxiliary 
page  in  this  issue. 

Room  reservations  should  be  made  with  the  Royal 
d’Iberville  Hotel  by  returning  the  reservation  cards 
mailed  last  month  or  by  calling  388-6610. 

Tennis,  Golf,  Fishing  Events 
On  Annual  Session  Calendar 

Registration  is  underway  for  MSMA’s  tennis 
tournament,  golf  tournament,  and  deep  sea  fishing 
rodeo.  All  three  events  are  on  the  schedule  of  ac- 
tivities for  the  121st  Annual  Session  in  Biloxi. 

Gulfport  Racquet  Club  is  the  site  for  the  tennis 
tournament,  scheduled  to  begin  at  1:00  p.m.  on 
Saturday,  June  3.  The  tournament  is  sponsored  by 
Medical  Assurance  Company,  which  will  provide 
tennis  balls  and  refreshments.  Trophies  will  be 
awarded  in  men’s  and  women’s  doubles  competi- 
tion. 

Golfers  will  prepare  to  tee  off  at  1:30  p.m.  on 
Saturday.  Trophies  will  be  presented  for  low  gross, 
low  net,  longest  drive,  and  closest  to  pin.  Early 
registration  is  recommended  for  this  popular  event. 

Charter  boats  for  deep  sea  fishing  will  depart  from 
the  Broadwater  Marina  at  7:00  a.m.,  Friday  and 
Saturday,  returning  at  3:30  p.m.  Registration  fees 
will  cover  boat  rental  for  the  day,  soft  drinks  and 
sandwiches.  Prizes  will  be  awarded  for  largest  catch 
in  Spanish  mackerel,  bonito  and  jackfish. 
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SCIENTIFIC  PROGRAM 

121st  Annual  Session 

June  2,  1989 

SURGERY  PLENARY  SESSION 

(Participants:  MSMA  and  American  College  of  Surgeons,  Miss.  Chapter) 

8:00  a.m. 

“Musculoskeletal  Magnetic  Resonance  Imaging’’ 
William  E.  Tew,  MD,  Jackson,  MS 

“Trauma  Helicopter:  Use  or  Abuse’’ 
Robert  C.  Jorden,  MD,  Jackson,  MS 

“Outpatient  Management  of  Burns’’ 
John  A.  Griswold,  MD,  Jackson,  MS 

“Recent  Advances  in  Arthroscopic  Surgery’’ 
F.H.  Buddy  Savoie,  MD,  Jackson,  MS 

‘ ‘Post-Operative  Pain  Management’  ’ 

J.  Edwin  Dodd,  Jr.,  MD,  Jackson,  MS 

“Maine  Medical  Assessment  Project  — A Study  in  Small  Area  Variations’’ 
Robert  E.  McAfee,  MD,  Portland,  ME 

12:00  noon 

ACS  Luncheon/Business  Meeting/Scientific  Program 

1:30  p.m. 

‘ ‘A  Blended  Relative  Value  Scale:  The  American  College  of  Surgeons 
Proposal’  ’ 

Richard  J.  Field,  Jr.,  MD,  Centreville,  MS 

Panel  Discussion:  Reimbursement  Issues 

UMC  Trauma  Lecture 

“Gunshot  Wounds  of  the  Head:  What  is  the  Prognosis?’’ 
Lynn  Rogers,  MD,  UMC  Resident,  Jackson,  MS 

MEDICINE  PLENARY  SESSION 

1:00  p.m. 

“Lyme  Disease’’ 

William  Causey,  MD,  Jackson,  MS 

“Epidemiology  of  Tick-Borne  Diseases  in  Mississippi’’ 
F.  Ed  Thompson,  MD,  Jackson,  MS 

“Gallstone  Lithotripsy’’ 

Carol  Scott-Conner,  MD,  Jackson,  MS 

‘ ‘Psychiatric  Emergencies’  ’ 

Reb  McMichael,  MD,  Jackson,  MS 
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Youth  Activities  Added 
To  Annual  Session  Program 

The  1989  annual  sessions  of  MSMA  and  MSMA 
Auxiliary  will  be  events  for  the  entire  family,  thanks 
to  Gulfport  Medical  Auxiliary,  which  is  coordinat- 
ing special  activities  for  young  people  age  8 and 
older. 

Under  the  direction  of  Mrs.  Michael  Moses,  the 
youth  activities  include  an  outing  to  play  Goofy  Golf 
on  Thursday,  a trip  to  Marine  Life  on  Friday,  and 
an  excursion  to  Ship  Island  on  Saturday.  Transpor- 
tation and  adult  supervision  will  be  provided  for  the 
Thursday  and  Friday  activities,  but  children  partic- 
ipating in  the  Ship  Island  tour  must  be  accompanied 
by  an  adult. 

Tickets  for  Marine  Life  and  Ship  Island  have  been 
provided  by  local  drug  representatives. 

In  addition  to  these  planned  activities,  young  peo- 
ple will  have  access  to  a poolside  hospitality  room 
at  the  hotel,  where  auxiliary  members  will  be  serv- 
ing refreshments. 

Pre-registration  is  encouraged,  since  some  of  the 
events  have  limited  participation.  For  information, 
call  Kelly  Moses  at  896-8473. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 


2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Investment/Retirement  Planning 
Seminar  on  Annual  Session  Calendar 

Physicians  and  spouses  are  invited  to  attend  a 
seminar  on  ‘ ‘Investment  and  Retirement  Planning,” 
Saturday,  June  3,  from  1:00-2:30  p.m. 

The  seminar  is  sponsored  by  AM  A Advisers,  and 
is  being  held  in  conjunction  with  the  MSMA  Annual 
Session  at  the  Royal  d’Iberville  Hotel. 

Carl  G.  Gargula  of  Chicago,  senior  vice  president 
of  AM  A Advisers,  will  present  investment  strate- 
gies and  retirement  planning  techniques  and  will 
discuss  a global  economic  outlook  for  the  future. 
MSMA  members  and  their  spouses  are  encouraged 
to  attend  this  informative  session. 

Program  to  Explore  Issues 
Affecting  Hospital  Medical  Staffs 

Today’s  health  care  environment  presents  many 
challenges  to  hospital  administrators  and  physicians 
who  are  members  of  hospital  medical  staffs.  The 
fifth  annual  meeting  of  the  MSMA  Hospital  Medical 
Staff  Section  (HMSS)  features  knowledgeable 
speakers  who  will  discuss  some  of  these  challenges. 

Implementation  of  the  Health  Care  Quality  Im- 
provement Act  will  be  discussed  by  Dr.  Margaret 
Wilson,  project  officer  of  the  National  Practitioner 
Data  Bank.  This  presentation  will  take  place  in  a 
teleconference  originating  from  Rockville,  Mary- 
land. 

“Current  Trends  in  Hospital  Medical  Staff  Law” 
is  the  topic  to  be  addressed  by  a Jackson  attorney, 
George  Q.  Evans.  Dr.  Nancy  Tatum  of  Petal  will 
discuss  development  of  “The  Hattiesburg  Ethics 
Forum.” 

Hospital  administrators  and  members  of  medical 
staffs  are  encouraged  to  attend  this  informative  ses- 
sion on  Saturday,  June  3,  beginning  at  8:30  a.m. 
at  the  Royal  d’Iberville  Hotel.  For  more  informa- 
tion, contact  the  MSMA  headquarters  office. 


James  Grant  Thompson 
Memorial  Lecture 

Friday,  June  2 11:00  a.m. 

‘ ‘Maine  Medical  Assessment  Project  — 

A Study  in  Small  Area  Variations’  ’ 

Robert  E.  McAfee,  MD,  Portland,  ME 
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Mississippi  State  Medical 
Association  Auxiliary 


Convention  1989 


Wednesday,  May  31 


12:00  noon 

Registration/Hospitality 

6:00- 

MSMA  President’s  Reception 

9:00  p.m. 

“casual  dress” 

Thursday,  June  1 

8:00  a.m. 

Registration/Hospitality  Center 

9:00 

MSMA  House  of  Delegates 

10:00 

Preconvention  Board  Meeting 

2:00- 

Reception  at  Diamond  Head 

4:00  p.m. 

“Home  of  Drs.  Ellis  and  Nina  ! 

6:00 

Tulane  Alumni 

6:30 

Millsaps  Alumni 

7:00 

Ole  Miss  Alumni 

Friday,  June  2 

8:00  a.m. 

Registration/Hospitality  Center 

8:45 

Auxiliary  House  of  Delegates 

12:00  noon 

Luncheon 

2:30  p.m. 

Postconvention  Board  Meeting 

6:30 

MSMA/MSMAA  “Swamp  Party 
and  Silent  Auction 

Saturday,  June  3 

8:30  a.m. 

Past  President’s  Breakfast 

1:00  p.m. 

Investment/Retirement  Planning 
Physicians  and  Spouses 

Sunday,  June  4 

7:00  a.m. 

Continental  Breakfast 

8:00  a.m. 

Church  Services 

9:00 

MSMA  House  of  Delegates 
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Faculty  Appointments 
At  Medical  Center 

Four  have  been  named  in  appointments  to  the 
Schools  of  Medicine  and  Dentistry  and  centerwide 
faculty  at  the  University  of  Mississippi  Medical 
Center. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  for 
health  affairs,  announced  the  appointments  follow- 
ing approval  by  the  Board  of  Trustees  of  State  In- 
stitutions of  Higher  Learning. 

Dr.  Benjamin  F.  Banahan,  Jr.,  was  named  as- 
sociate professor  of  family  medicine  in  the  medical 
school;  Dr.  Allen  M.  Metcalf,  Jr.  was  named  as- 
sistant professor  of  restorative  dentistry  in  the  dental 
school;  and  centerwide.  Dr.  William  A.  Rock,  Jr., 
was  named  professor  of  pathology  and  Dr.  Leonard 
I.  Boral,  associate  professor  of  pathology. 

Dr.  Banahan  attended  Millsaps  College  and  earned 
his  medical  certificate  in  1955  at  Ole  Miss.  He  earned 
the  M.D.  in  1957  at  Tulane  University  and  took  his 
internship  and  residency  at  the  University  of  Mis- 
sissippi Medical  Center.  He  was  in  private  practice 
in  Jackson  from  1957-1973,  and  chief  medical  con- 
sultant for  the  State  of  Mississippi  Disability  De- 


termination Unit  and  member  of  the  Medical  Cen- 
ter’s clinical  faculty  for  13  years,  until  1973,  when 
he  was  appointed  assistant  professor  of  family  med- 
icine. In  1977,  he  was  promoted  to  associate  pro- 
fessor of  family  medicine  and  vice  chairman  and 
director  of  the  family  practice  residency  program. 
He  has  been  a member  of  the  medical  staff  at  a 
number  of  hospitals  in  Mississippi  and  at  Hunts- 
ville, Ala.  He  had  been  associate  professor  of  pri- 
mary medical  care  at  the  University  of  Alabama  in 
Huntsville  since  1979. 

Dr.  Metcalf  earned  the  B.S.  in  1965  at  Arkansas 
State  University  and  the  D.D.S.  in  1973  at  the  Uni- 
versity of  Tennessee  College  of  Dentistry.  He  took 
his  residency  at  the  Veterans  Administration  Med- 
ical Center  in  Memphis,  where  in  1986,  he  earned 
the  certificate  in  prosthodontics.  He  has  practiced 
dentistry  in  Cherokee  Village,  Ark.  and  Memphis, 
Tenn. , for  a total  of  16  years  and  has  been  assistant 
professor  of  fixed  prosthodontics  at  the  University 
of  Tennessee  in  Memphis  since  1980. 

Dr.  Boral  earned  the  B.S.  in  1967  at  Muhlenberg 
College  and  the  M.D.  in  1971  at  the  University  of 
Pennsylvania.  He  took  his  internship  and  residen- 
cies at  the  Upstate  Medical  Center  of  New  York, 
where  he  was  chief  resident  in  anatomical  pathol- 
ogy, and  at  the  New  York  University  Medical  Cen- 
ter. He  was  a pathologist,  associate  chief  of  labo- 
ratory medicine,  director  of  blood  bank  and  medical 
cytology  advisor  for  the  Wilford  Hall  Medical  Cen- 
ter at  Lackland  Air  Force  Base  in  San  Antonio,  Tex. 
from  1976-1978,  when  he  was  named  pathologist 
for  the  West  Florida  Hospital  in  Pensacola,  Fla. 
Since  1979,  he  has  been  medical  director  for  the 
Central  Indiana  Regional  Blood  Center  in  Indian- 
apolis, Ind. , and  consultant  to  a number  of  hospitals 
in  the  state. 

Dr.  Rock  earned  the  B.S.  in  1964  and  the  M.D. 
in  1969  at  Louisiana  State  University.  He  took  his 
internship  and  residency  at  the  Charity  Hospital  in 
New  Orleans.  He  was  appointed  assistant  professor 
of  pathology  at  the  LSU  Medical  Center  in  1973 
and  has  been  director  of  the  hematology  section  of 
the  Department  of  Pathology  at  Charity  Hospital 
since  1975.  A member  of  tbe  LSU  School  of  Grad- 
uate Studies  since  1980,  he  was  promoted  to  as- 
sociate professor  of  pathology  in  1981.  He  was  a 
pathologist  at  the  Veterans  Administration  Hospital 
in  New  Orleans  from  1973-1975,  and  is  consultant 
and  member  of  the  courtesy  staff  for  a number  of 
the  city’s  hospitals. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 
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AXID® 

nuaMtnt  capsules 
IrtcfSemmary 

Coasefl  Ita  peelape  MerMri  lor  cemplele  MeniiaM^ 

MicMeM  Mid  Usage;  And  IS  indK^aM  for  up  to  eight  weeks  lor  the  MiTNrt  of 
active  duodenal  ulcer  In  most  paoents.  the  ulcer  heal  weeks 

And  is  ndicated  lor  maMenance  therapy  for  duodenal  ulcer  ptfertt  II  a reducad 
dosage  of  150  mg  h.s  after  heakng  of  an  active  duodenal  uicar  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  loxiwn 
ContraladlcalkM;  And  is  contrandicaled  et  pahenis  wi9i  known  hypersensAMly  to 
the  drug  and  should  be  used  with  caution  n patients  with  hypersensAvty  lo  otter 
Hr  receptor  antagonists 

PrtcauOoas:  Genera/  - 1 Symptomatic  response  to  ncaPdtoe  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  razaMne  is  excreted  prtmanly  by  the  kidney,  dosage  should  be 
reduced  to  pabents  with  moderatt  to  severe  renal  tosufflctency 

3.  PharrrucolanebcstLtoies  to  paPenc  with  hepatorenal  syndrorrie  have  not  been 
done  Part  of  the  dose  of  nizatidine  IS  metabolaedto  the  hver  to  pabertswoh  normal 
renal  function  mkI  uncomplicated  hepa&c  dysKnction.  the  dtspo^bonof  noMkhne 
is  similar  to  that  to  normal  subjects 

Laboratory  Tests  -False-posrove  tests  for  urotultoogen  with  MuRisib*  may 
occur  dunng  therapy  with  mzaodtoe 

Drug  /nreracbons  -No  interactions  have  been  observed  between  And  and 
theophylline,  chlordiazepoxide.  kxazepam.  kdocane.  phenyton.  and  wartann  And 
does  not  inhibit  the  cytochrome  P-ASO-Imked  drug-metabohztog  enzyme  system, 
therefore,  drug  interactions  mediated  by  mhibflion  of  hepabc  metabohsm  are  not 
expected  to  occur  to  patients  given  very  high  doses  (3.900  mo)  of  aspim  dady. 
increases  m serum  saiicytaie  levels  were  seen  when  nzabdtoe.  i M mg  b i d . was 
administered  concurrent 

Caranogenesis.  Mufagenes/s.  impairment  ol  FertJtty~-A  two-year  oral  car- 
cinogenicity study  to  rats  with  doses  as  high  as  500  mgicg/day  (about  90  ernes  the 
recommended  daily  therapeutic  dose)  showed  no  evnence  of  a carcmogentc 
effect  There  was  a dose-related  increase  >i  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa,  to  a two-year  study  m nee.  there  was  no 
evidence  of  a caremogeme  effect  to  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  cornpared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  signmcant  mcreases  to  hepabc  carctooma 
and  hepatic  nodular  hyperplasia  with  no  numencal  tocrease  seen  m any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  aramals  was  withto  the 
histoncal  control  limits  seen  tor  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  mdicaied  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mrid  Wer 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatMoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative  mutagemc^ 
batte^  are  not  considered  evidence  of  a carcinogenic  pote^  for  Axid. 

Axid  was  not  mutagenic  m a battery  of  tests  performed  to  evakiato  its  potental 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  syiRhesis. 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a micronucleus  tesi 

In  a two-generation,  pennatal  and  postnatal  fertility  study  to  rats,  doses  of 
nizabdine  up  to  650  mg/Vg/day  produced  no  adverse  effects  on  the  repioducOve 
performance  of  parental  animals  or  their  progeny 

Pregnanqf  - rerafogc/i/c  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  m Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  White  rabbib. 
nizabdine  at  20  mg/kg  produced  cardiac  eniargement  coarctation  of  the  aortic 


arch,  and  cutaneous  edema  to  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
stended  abdomen,  spina  bifida,  hydrocepha^,  and  eniai^  heart  to  one 
} are,  however,  no  adequate  and  well-controlled  stodies  m pregnant 


women.  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  admins- 
tered  to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizabdtoe  should  be 
used  during  pregnancy  only  if  the  potenbal  benefit  tusb^  the  poteribal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<01%  of  the  administered  oral  dose  of  nizabdine  is  secreted  to  human  mrik  to 
proporbon  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  EhJerly  PaOents  - Ulcer  healing  rates  m elderty  pab^  are  simar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 


AdvtrM  Reactions:  CImicai  bials  of  mzabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Oomesbe  placebo-conboled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 given  placebo  Arnong 
reported  adverse  events  in  the  domestic  placebo-controlled  toals.  swea^  (1  % vs 
0.2%),  urbearia  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 3%)  were  signrfi- 
canby  more  common  in  the  nizatidine  group.  A variety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine. 

H^tic  - Hepatocellular  iniury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST].  SGPT  [ALT],  or  alkaline  phosphause).  occurred  m some  pabents  and  was 


possibly  or  probably 
elevabon  of  SCOT.  SbPT 


I related  to  nizabdine  In  some  cases,  there  was  marliad 
.)  and.  toa  single  instance. 
SGPT  was  greater  than  2.000  lUA..  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however.  (M  not 
signihcantfy  differ  from  the  rate  of  liver  enzyme  abnormalities  to  placebo-treated 
pabents.  All  abnormalities  were  reverstble  after  disconbnuabon  of  Axid 
CanJiovasculaf  -\t\  clmcal  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  Kcurred  m two  mdryiduals  administered  AxkI  and  to 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  m&ital  confusion  have  been  reported 
Endoenne  - Clinical  pharmacology  studies  and  controlled  chncal  mats  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  impotence  and  decreased  MmOo 
were  reported  wrth  equal  freouency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic -fatal  thrombocytopenia  was  reported  m a pabent  who  was 
treated  with  Md  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenencedtonxnbocytopeniavvhiieialong  other  drugs  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integurhental  - Sweating  and  urbeana  were  reported  signfhcantfy  more  fre- 
quently in  nizabdine-  than  to  placebo-treated  paberRs.  Rash  and  exfokabve  dermab- 
bs  were  also  reported 

Hypersensmity  - As  wrth  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis tollowtog  admtoistrabon  of  razabdine  have  been  reported  Because  cross-sen- 
sitivity to  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  adrrMmstered  to  individuals  wrth  a history  of  previous  hypersei^ibvfly 
*0  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospKm. 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


OvtrPotage:  Overdoses  of  Axk)  have  been  reported  rarefy  The  foNowvig  Is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  -There  is  tittle  clmcal  experience  with  overdosage  of  Axk) 
to  humans  Test  animals  that  received  large  doses  of  ruzabdtoe  have  exhtoded 
chotinergic-type  effects.  induOtog  lacrimabon.  satrvabon.  emesis,  mosis.  and 
diarrhea.  Smgle  oral  doses  of  600  m^g  m dogs  and  of  1.2(M^rfti^)torno^keys 
were  not  lethal  Intravenous  median  lelh^  doses  m the  rat  and  rrxKJse  were  3u1 
rrWkg  and  232  mg/Vg  respectively 

Treatment  -To  obtain  i^to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Teteplione  numbers 
of  certified  poison  control  centers  are  listed  to  the  Phrstaans'  Desk  Reference 
(POR).  In  managing  overdosage,  consider  the  possibilrty  of  muR^  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinebes  to  your  pabent 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  citoical  monitoring  and  supportive  therapy  Renal  dial^  for 
four  to  SK  hours  increased  plasma  clearance 

PV  2096  AMP  [0130891 


1 Data  on  file.  Lilly  Research  Laboratories. 


Additional  information  available  to  the 
NZ-2907.B-949310  i rses.  Eu  uu.yano  combinv  profession  on  request. 


Bakersmith,  Darla  I.,  Jackson.  Bom  Valpariso, 
FL,  June  4,  1953;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1979;  one  year  inten- 
ship,  Portsmouth  Naval  Hospital,  Portsmouth,  VA; 
internal  medicine  residency,  same,  1980-82;  car- 
diology fellowship,  San  Diego  Naval  Hospital,  San 
Diego,  CA,  1982-84;  elected  by  Central  Medical 
Society. 

Eruchalu,  O.  N.,  Hattiesburg.  Bom  London,  Eng- 
land, Dec.  18,  1953;  M.D.,  College  of  Medicine 
University  of  Ibadan,  Ibadan,  Nigeria,  1978;  in- 
terned one  year,  general  surgery  residency  (1983- 
87)  and  gastroenterology  fellowship,  Harlem  Hos- 
pital, New  York,  NY;  elected  by  South  Mississippi 
Medical  Society. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 


Green,  Virginia  A.,  Jackson.  Bom  Montgomery, 
AL,  Jan.  26,  1950;  M.D.,  University  of  Alabama 
School  of  Medicine,  Montgomery,  1975;  interned 
and  pediatric  residency.  University  of  Cincinnati 
Children’s  Hospital,  Cincinnati,  OH,  1975-78; 
elected  by  Central  Medical  Society. 

Holland,  Charles  Mitchell,  Brookhaven.  Bom 
New  Orleans,  Nov.  12,  1959;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1985;  in- 
terned and  pediatric  residency.  University  Medical 
Center,  Jackson,  1985-88;  elected  by  South  Central 
Medical  Society. 

Johnson,  Kurt  Darwin,  Pearl.  Bom  Rockford, 
IL,  March  27,  1958;  M.D.,  University  of  Missis- 
sippi school  of  Medicine,  Jackson,  1985;  interned 
and  family  practice  residency.  University  of  South 
Alabama  Medical  Center,  Mobile,  1985-88;  elected 
by  Central  Medical  Society. 

Kebert,  Kent  L.  , Macon.  Bom  Jackson,  MS,  Oct. 
3,  1957;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1983;  interned,  one  year.  Bap- 
tist Memorial  Hospital,  Memphis;  ophthalmology 
residency.  University  of  Tennessee  Center  for  the 
Health  Sciences,  Memphis,  1984-87;  elected  by 
South  Central  Medical  Society. 

Odom,  Paul  L.,  Water  Valley.  Bom  Jackson,  MS, 
Aug.  18,  1934;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1963;  interned,  one 
year.  Mobile  General  Hospital,  Mobile,  AL,  1963- 
64;  elected  by  North  Mississippi  Medical  Society. 

Pate,  Kenneth  Ray,  Whitfield.  Bom  Jackson,  MS, 
May  28,  1958;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson  1987;  interned,  one 
year.  Baptist  Memorial  Hospital,  Memphis,  1987- 
88;  elected  by  Central  Medical  Society. 

Rhodes,  Robert  Sander,  Jackson.  Bom  Jackson 
Heights,  NY,  Feb.  21,  1942;  M.D.,  State  Univer- 
sity of  New  York  Upstate  College  of  Medicine, 
Syracuse,  1967;  interned.  University  Hospital  of 
Cleveland,  Cleveland,  OH,  one  year;  residency  in 
surgery,  same,  1968-69  and  1971-73,  and  research 
fellowship  1969-71;  elected  by  Central  Medical  So- 
ciety. 

Triplett,  Laramie  C.,  Madison.  Bom  Macon,  MS, 
June  7,  1958;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1985;  interned  and 
family  practice  residency.  University  Hospital, 
Jackson,  1985-88;  elected  by  Central  Medical  So- 
ciety. 
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^\.e[)resent  your  rmdkal  staff 
Become  an  HMSS  R^^entative 


The  AMA 

Hopsitol  Medical  Staff  Section 
Thirteenth  Assembly 
June  15-19, 1989 
Chicago  Marriott  Hotel 
Chicago,  Illinois 


Meeting  includes  educational  program  on  the 
Health  Care  Quality  Improvement  Act  and  the 
National  Practitioner  Data  Bank. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  606l0 

Phone  (312)  645-4754  or  645-4761 


You’re 

a Professional. 


You  need  Professional 
Health  Insurance 
Coverage. 


NSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA, their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


PERSONALS 


Bruce  Atkinson  of  Jackson  has  been  elected  to 
fellowship  in  the  American  College  of  Cardiology. 

Eric  Baumgartner  of  Tupelo  was  speaker  at  a 
meeting  of  Alcorn  County  school  representatives 
concerning  AIDS  education  in  the  fifth  and  sixth 
grades. 

Owen  Evans  of  UMC  spoke  at  the  plenary  session 
of  the  American  Academy  of  Pediatrics  in  New 
Orleans. 

James  Griffith  of  UMC  presented  psychiatry  grand 
rounds  at  Massachusetts  General  Hospital  in  Bos- 
ton. 

C.  E.  Guice  of  Hattiesburg  recently  was  named  a 
fellow  of  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery. 

James  E.  Hall  of  Brookhaven  has  been  named  to 
the  University  of  Mississippi  Alumni  Association 
Board  of  Directors. 

Harriet  Hampton  of  UMC  spoke  on  “Gyneco- 
logical Problems  in  the  Pediatric  Patient”  at  a con- 
tinuing education  seminar  at  Singing  River  Hospital 
in  Pascagoula. 

Thomas  R.  Howell  of  Laurel  has  been  recertified 
by  the  American  Board  of  Surgery. 

Herbert  Langford  of  UMC  was  guest  speaker  at 
the  Canadian  Consensus  Conference  in  Halifax, 
Nova  Scotia. 

Ramon  McGehee  of  UMC  spoke  on  “Evaluating 
the  Abnormal  Pap  Smear’  ’ at  a continuing  education 
seminar  at  Pascagoula’s  Singing  River  Hospital. 

G.  Rodney  Meeks  of  UMC  spoke  on  “Urinary 
Incontinence”  at  a continuing  education  program  at 
Singing  River  Hospital  in  Pascagoula. 

Andrew  Parent  of  UMC  presented  a paper  at  the 
Southern  Society  of  Neurosurgery  meeting  in  Point 
Clear,  Alabama. 

Seshadri  Raju  of  UMC  was  speaker  at  a meeting 
of  the  Society  for  Clinical  Vascular  Surgery  in  Boca 
Raton,  Florida. 

Randall  Ross  of  Hattiesburg  spoke  on  “Prevent- 
ing Kidney  Disease”  at  a public  education  seminar 
at  Forrest  General  Hospital. 


David  Russell  of  Meridian  spoke  on  heart  disease 
at  a meeting  of  the  Meridian  Kiwanis  Club 

Stephen  Senter  of  Belmont  has  been  elected  pres- 
ident of  Northeast  Mississippi  Medical  Society. 

Alexandre  Solomon  of  Greenville  has  been  cer- 
tified as  an  instructor  in  Advance  Trauma  Life  Sup- 
port. 

David  Thomas  of  UMC  was  a site  visitor  at  the 
Louisiana  State  Veterans  Nursing  Home  in  Jack- 
sonville, Louisiana. 

Paul  Warrington  of  Cleveland  has  been  recerti- 
fied by  the  American  Academy  of  Family  Physi- 
cians. 

Correction:  The  April  issue  contained  an  error. 
The  item  should  have  read,  “Eldon  Bolton  of 
Biloxi  has  returned  to  active  practice,  and  an- 
nounces that  James  P.  Martin  has  associated  with 
Bolton-Middleton  Clinic  for  the  practice  of  internal 
medicine  and  nephrology.” 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  Journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicns,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing,  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan,  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA."  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  tbe  manuscript.  — The 
Editors . 
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with  Vital  Care 


Vital  Care  provides  a complete  service-oriented  program  offering  IV  drug  therapy, 
parenteral  and  enteral  nutrition  for  total  at  home  patient  care. 

Vital  Care  standards  require  continuous  contact  with  the  patient,  the  patient’s 
physician  and  the  patient’s  and  physician’s  choice  of  nursing  agencies.  This  insures 
coordination  of  care,  as  well  as  strict  compliance  with  the  physician’s  orders. 

The  Vital  Care  network  is  made  up  of  individually  owned  and  operated  home 
parenteral  service  suppliers  who  have  a reputation  for  dependability  and  service.  Local 

ownership  assures  the  patient  and  physician  that  they  can  deal 
directly  with  the  individuals  responsible  for  the  compounding 
and  delivery  of  their  medication  and  supplies. 

The  dedication  of  the  people  who  represent  Vital  Care  and 
the  urgency  with  which  they  work  indicate  their  commitment  to 
maintain  the  highest  level  of  patient  care,  comfort  and 
convenience.  This  achievement  is  what  Vital  Care  believes  is 
expected  and  required. 


FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^u’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 


ARMY  MEDICINE 
144  ELK  PLACE,  SUITE  1514 
NEW  ORLEANS,  LA  70112-2640 
(504)  522-1871  COLLECT 


ARMY  MEDICINE.  BE  ALLYOU  CAN  BE. 
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RECOLLECTIONS 


“Two  of  the  most  difficult  duties  of  the  president 
of  our  state  medical  association  are  writing  his  first 
and  last  pages  for  our  Journal.  In  his  first  message 
to  his  colleagues,  the  frshman  president  is  a little 
apprehensive  about  what  he  will  say.  After  a year 
of  intensive  activity,  he  finds  that  there  just  isn’t 
enough  space  on  the  page  to  say  what  he  has  in 
mind.”  Those  were  the  opening  sentences  of  Dr. 
Joseph  Rogers’  last  president’s  page  in  the  Jour- 
nal’s May  1969  issue. 

“Medicine  and  medical  organization  are  no  longer 
arts,  sciences  and  structures  of  simplicity;  they  are 
unbelievably  complex  and  becoming  more  so,”  he 
added.  “We  physicians  must  now  reckon  with  the 
pressures  of  society,  programs  of  the  politicians, 
the  cry  of  the  consumer,  and  the  economic  jugger- 


naut of  insurance,  prepayment  and  government.  It 
is  a time  to  put  our  best  foot  forward,  to  assign  our 
best  leaders  to  the  tasks,  and  to  give  our  strongest 
support.” 

Scientific  articles  in  that  issue  included  “Tuber- 
culous Meningitis;  A Study  of  General  Hospital  Pa- 
tients in  Mississippi”  by  Drs.  John  Ricks  and  Fred 
Allison,  Jr.  and  “Gram-Negative  Septicemia  and 
Endotoxin  Shock:  A Rationale  of  Management”  by 
Drs.  W.  L.  Weems  and  J.  E.  Aldridge. 

Ten  years  ago  the  May  issue  of  the  Journal 
included  a summary  of  activity  in  the  1979  Regular 
Session  of  the  Mississippi  Legislature,  which  in- 
cluded passage  of  a bill  creating  a new  Health  Care 
Commission.  Legislators  also  took  action  to  provide 
for  insurance  coverage  for  emergency  transportation 
of  newborns  and  to  establish  a statewide  newborn 
screening  program  for  hypothyroidism  and  PKU. 
The  state  legislature  also  passed  bills  providing  for 
generic  drug  substitution  and  requiring  insurance 
reimbursement  for  certain  nurse  practitioners. 
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PRESIDENT'S  PAGE 

(Continued  from  page  154) 

about  cost  of  care  alternatives  and  should  receive 
our  full  support  and  participation. 

Finally,  there  is  the  public  image  of  our  profes- 
sion. Unfortunately,  there  is  a growing  perception 
that  we  are  motivated  more  by  pocketbook  issues 
rather  than  patient  concerns.  This  perception  can’t 
be  changed  by  implementing  an  expensive  public 
relations  program.  It  must  be  changed  by  our  in- 
dividual commitment  to  the  care  of  patients  regard- 
less of  their  ability  to  pay.  The  Senior  Care  program 
we  implemented  this  year  can  demonstrate  this  com- 
mitment. Have  you  joined?  Participation  in  the 
Medicaid  Program  can  demonstrate  this  commit- 
ment. Do  you  accept  Medicaid  patients?  Unfortu- 
nately many  of  us  rely  on  our  colleagues  to  partic- 
ipate in  such  programs  as  Senior  Care  and  Medicaid, 
while  at  the  same  time  we  worry  about  the  image 
of  our  profession. 

Again,  I thank  you  for  the  opportunity  to  serve 
as  president  of  our  professional  organization.  I hope 
to  see  each  of  you  at  our  upcoming  annual  meeting. 


Review  A Book 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Disease  and  Distinctiveness  in  the  American  South. 
Todd  L.  Savitt  and  James  Harvey  Young.  Univer- 
sity of  Tennessee  Press,  1988.  ^ 

Health  Risks  and  the  Press:  Perspectives  on  Media 
Coverage  of  Risk  Assessment  and  Health.  Mike 
Moore,  Editor.  The  Media  Institute,  Washington, 
DC  and  The  American  Medical  Association,  Chi- 
cago, IL.  $12.95.  1989. 
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INFIRMARY 

CENTER  FOR  CHRONIC  PAIN 
AND  DISABILITY  REHABILITATION 

• Comprehensive  combined  evaluation 

• Multi-specialty  team  selection  of 

and  treatment 

consultants 

• 4 to  5 week  inpatient  program 

• Weekly  reports  and  conferences 

Rehab/medication/emotional  management 

• Physical  capacity  and  work  evaluation 

• Preadmission  review  and  interview  of  all  cases 

• Physican  referrals 

• Accredited  by  the  Commission  on 

• 11  years  Mew  Orleans  experience  with 

Accreditation  of  Rehabilitation  Facilities 

1,400  patients 

Referrals/Info 

R.H.  Morse,  M.D. 

Jackie  Chauvet  (504)  897-8404 

Medical  Director 
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HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZEmrSR 


For  hypertension 


Controls  blood  pressure^^ 


Maintains  well-being"^ 

Helps  prevent  end-organ  complications"^ 
Helps  reduce  cardiovascular  risks" 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  next  page. 


starting  Dosage: 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

•Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM*  SR 
(dlltiazem  hydrochloride) 

Sustained  Reiease  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
or  third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

t.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,111  patients  or  0.43%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion. A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (ejection  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  Is  limited.  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment.  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase. 
LDH.  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  in|ury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy. 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals. The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage. 
In  special  subacute  hepatic  studies,  oral  doses  of  126  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing. 

Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM.  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued. 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction.  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS ) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadmmistration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment . 
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WITH  HIGH 
PATIENT  ACCEPTANCE 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  In  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bloavallability  of  propranolol  was  increased  approximately  50%. 
It  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  In  the  propranolol  dose  may  be  warranted.  (See  WARNINGS.) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
m peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidme's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem.  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine. An  adjustment  m the  diltiazem  dose  may  be  warranted 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels.  It  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization,  (See  WARNINGS.) 

Anestlietics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests.  No  intrinsic  effect  on 
fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality.  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  dunng  market- 
ing. The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  companson.  Less  common  events  are  listed  by 
body  system;  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%). 
dizziness  (6%),  asthenia  (5%).  sinus  bradycardia  (3%),  flushing  (3%).  and  1°  AV 
block  (3%).  Only  edema  and  perhaps  brad^ardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2.100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le,  greater  than  1%)  edema  (5.4%).  headache 
(4  5%).  dizziness  (3.4%),  asthenia  (2.8%),  first-degree  AV  block  (18%).  (lushing 
(1.7%).  nausea  (1.6%).  bradycardia  (1.5%).  and  rash  (1.5%). 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=3t5 
# pts  (%) 

Placebo 
N=211 
# pts  (%) 

headache 

38(12%) 

17(8%) 

AV  block  first  degree 

24  (7.6%) 

4(1.9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3 (1.4%) 

ECG  abnormality 

13(4.1%) 

3 (1.4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5 (1.6%) 

2 (0.9%) 

dyspepsia 

4(1.3%) 

1 (0.5%) 

nausea 

4 (1.3%) 

2 (0.9%) 

palpitations 

4 (1.3%) 

2 (0.9%) 

polyuria 

4(1.3%) 

2 (0.9%) 

somnolence 

4(1.3%) 

- 

alk  phos  increase 

3(1%) 

1 (0.5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3(1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0.6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness. paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SGOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria. 

Other:  Amblyopia.  CPK  increase,  dyspnea,  epistaxis.  eye  irntation. 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna, 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  posimarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 
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PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D. , 21 18  Chantilla  Rd. , 
Catonsville,  Md  21228. 

Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 


Physician  seeks  practice  opportunity  in  Missis- 
sippi. Native  of  Louisiana,  completed  residency  in 
internal  medicine  at  Medical  College  of  Virginia 
(1986).  Contact  Sharon  Pancoast,  M.D.,  1033  St. 
Ann  Dr.,  Richmond,  VA  23225. 

Board  Certired  Ob-Gyn  desires  to  relocate  prac- 
tice within  Mississippi.  Contact  John  G.  Shields, 
M.D.,  F.A.C.O.G.,  222  South  Louisville  St.,  Ack- 
erman, MS  39735.  Phone  (601)  285-3243  days  or 
(601)  285-6606  evenings. 

PHYSICIANS  WANTED 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 
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Emergency  Dept.  Physician  — low  volume,  light 
work  Level  II  E.  D.  with  multi-specialty  backup. 
MS  Gulf  Coast  location;  one  full-time  position. 
ACLS  and  experience  required.  Contact  David  Saw- 
yer, M.D.,  P.O.  Box  209,  Pass  Christian,  MS  39571; 
phone  (601)  865-1188. 

BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450-bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  send  CV  to  Box 
Y,  Journal  MSMA,  P.O.  Box  5229,  Jackson,  MS 
39296-5229. 

Locum  Tenens  two  times  a year.  Middle  Mis- 
sissippi family  practitioner  needs  coverage  for  two 
weeks  early  in  May  and  late  in  November.  Office 
closed  on  Wednesdays.  Minimum  compensation 
$375.00  per  day.  Malpractice  provided  for  qualified 
candidate.  For  more  information  call  collect:  Susan 
Winn,  Methodist  Health  Systems  (901)  726-2343. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  c/o  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 

Mississippi:  Part-time  emergency  department  op- 
portunities are  currently  available  in  a variety  of 
communities  throughout  Mississippi.  Low  to  mod- 
erate volume  emergency  departments.  Flexible 
scheduling  with  12-  and  24-hour  shifts  available. 
You  are  guaranteed  a competitive  rate  of  reimburse- 
ment and  occurrence  malpractice  insurance  is  of- 
fered. These  positions  give  you  a chance  to  sup- 
plement your  income  without  the  responsibilities  of 
private  practice.  For  complete  details  on  all  oppor- 
tunities in  Mississippi,  contact  Joan  Newberry, 
Spectrum  Emergency  Care,  P.O.  Box  27352,  St. 
Louis,  MO  63141;  1-800-325-3982,  extension  3130. 

Lumberton  Citizens  Hospital,  a 23 -bed  acute 
care,  city-owned  general  hospital  conveniently  lo- 
cated to  New  Orleans  and  Mississippi  Gulf  Coast, 
is  seeking  a physician.  Lumberton  Citizens  Hospital 
recently  completed  a renovation  and  new  construc- 
tion project  and  offers  state-of-the-art  diagnostic  ca- 
pabilities. Further  information  may  be  obtained  by 
contacting  Howard  F.  Beall,  Administrator,  P.  O. 
Box  193,  Lumberton,  MS  39455  or  call  collect, 
601-796-2681. 

Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 
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Radiologist  Wanted.  Share  coverage  of  group  of 
hospitals  in  eastern  part  of  Mississippi.  Straight  sal- 
ary offered.  Off  every  fifth  week.  For  more  infor- 
mation, interested  persons  contact  Faye  Sansing, 
Radiology  Business  Manager  at  601/328-8402. 


CLASSIFIED 


2V  ST  AT  ST  AT  ST  AT  ***  Diagnostic/therapeutic 
decision  support  software,  covering  69  specialties. 
Medical  Algorithms  (flow  charts)  are  grouped  ac- 
cording to  complaint,  sign,  symptom,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Updated 
medical  knowledge  Algorithms  at  your  fingertips!!! 
Only  $5,787.00  for  complete  turnkey  system  (2V 
ST  AT  Software,  Knowledge  base/69  Specialties. 
AT  computer  80286/10  turbo  CPU,  80MB  HD,  EGA 
monitor  and  card,  printer  and  40MB  backup).  2V 
ST  AT,  2480  Windy  Hill  Road,  Suite  201 , Marietta, 
GA  30067;  (404)  956-1855. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 


Jacksonian  seeking  position  as  administrator  of 
large  group  practice  in  Jackson  area.  Previously  head 
of  health  concern  with  60-plus  employees.  Cur- 
rently in  investment  field  with  experience  in  cash 
management,  investments,  pension  plans,  etc.  . . . 
Stable  background  and  practical  business  experi- 
ence. Reply  to  Box  Z,  Journal  MSMA,  P.O.  Box 
5229,  Jackson,  MS  39296-5229. 

For  rent:  In  Jackson  at  500-F  Woodrow  Wilson 
Drive,  750  sq.  ft.  office  partially  furnished  with 
laboratory  furniture.  Will  remodel  for  long  term 
lease.  Only  medical  or  dental  professions  or  related 
businesses  are  eligible.  Phone  (601)  372-6973. 
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A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


Mail  to: 

The  National  Heart,  Lung, 
and  Blood  Institute 
Smoking  Education  Program 
National  Institutes  of  Health 
Building  31.  Room  4A  18 
Department  P-23 
Bethesda.  MD  20892 


Name 


Specialty 


Address 


Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


City 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vi. 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  Vo 


References:  1.  Data  on  file,  HofFmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  jP, 
et  ah  Psychopharmacology  61 :2\1 -22b.  Mar  22,  1979. 


limbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg.,  operating  machinery,  driving) . 
Vsa^e  in  Pregnancy:  Use  of  minor  tranquilizers  during  Ae  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations, Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dmg  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  Clfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiairic  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abnipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient,  heat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Ibblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manati,  Puerto  Rico  00701  p i ozbb 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  V\feek! 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose' 


^First-week  reduction  in  somatic  symptoms* 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  artivities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Syi 
During  First  Week  of  Limbitrol  Therapy* 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


UinbitrorDS<!» 


Roche  Products 


^ch  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


WhyDo 
Physicians  Rm 
Around  The  US. 
SendKidsTb 
One  Atlanta  Hospital 
R)r  Old-PashioneaCare? 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  A^ffiAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu,  hunger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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MEDICAL  ARTS  EAST 


A prominent  part  of  the  Mississippi  Baptist 
Medical  Center  complex,  the  new 
Medical  Arts  East  at  1190  North  State, 
offers  the  utmost  in  convenience  to 
physician  and  patient. 

Outpatient  surgical  suites,  outpatient 
radiological  and  laboratory  services, 
and  a health  center  occupy  the  first  two 
levels.  Four  floors  are  dedicated  to 
physician  office  space. 

The  outpatient  surgi-center  consists  of  four 
general  and  four  local  suites.  The  general 
area  contains  pre-op  holding,  post-op 
recovery,  and  progressive  recovery  areas. 
Consultation  room  and  spacious  waiting 
area  is  also  provided. 

The  latest  in  imaging  equipment  has  been 
included  in  the  outpatient  radiology 
center  including  CT,  fluoro,  routine, 
dedicated  mammography  and 
ultrasound.  MRI  is  available  with  quick 
access  through  the  tunnel. 

The  health  center  provides  two  levels  of 
care.  Both  levels  require  physician  referral. 


The  acute  care  division  incorporates  all 
general  physical  therapy  modalities  and 
includes  closely  monitored  exercise 
programs  for  stroke  and  cardiac  patients. 
The  fitness  division  offers  advanced 
individual  and  group  classes  utilizing  a 
variety  of  high  speed,  high  intensity 
exercise  equipment.  The  area  includes  an 
indoor  track,  swimming  pool,  therapeutic 
pool  and  all  purpose  court. 

A laboratory  designed  to  accommodate 
the  needs  of  the  physician  is  also  located 
within  the  building.  Routine  chemistry, 
hematology,  urinalysis,  coagulation  and 
blood  collection  can  be  done  within  the 
building.  All  other  requests  are  handled 
instantly  through  MBMC’s  pathology 
department. 

Spacious,  covered  parking  for  physicians 
and  a 400  space  patient  parking  area 
provides  easy  access  and  security. 

Medical  Arts  East  — designed  to  meet  the 
demanding  requirements  of  modern 
medical  practice. 


MISSISSIPPI  BAPTIST 
MEDICAL  CENTER 

1225  North  Slate  Street.  Jackson.  MS  39202 


June  1989 


Dear  Doctor: 

New  standards  have  been  established  by  the  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  (JCAHO)  to  evaluate  performance  of  HMOs  and 
other  entities  that  offer  managed  care  services.  The  standards  were  outlined 
in  the  Commission's  Managed  Care  Standards  Manual,  and  become  effective  for 
on-site  surveys  of  these  organizations  August  1. 

The  new  standards  emphasize  the  importance  of  gathering  patient 
care  information  and  using  this  information  to  stimulate  quality 
improvement.  Fundamental  to  the  system  is  the  collection  of 
selected  data  on  patient  outcomes,  provider  performance  and 
resource  consumption,  and  the  communication  of  these  results  to 
organizational  leaders.  The  new  standards  also  underline  the 
need  to  solicit  feedback  on  quality  from  their  members  and  to 
routinely  evaluate  patient  access  to  physicians,  according  to  a 
statement  from  JCAHO. 

The  JCAHO  supports  the  availability  of  health  care  quality-related  informa- 
tion in  the  public  domain,  provided  that  the  information  is  accurate, 
relevant  to  the  public  interest,  validated  to  the  extent  feasible,  appropri- 
ately interpreted  and  intended  for  use  in  a constructive  context,  says  a 
position  paper  issued  by  the  Commission's  Board.  The  statement  came  in 
response  to  increased  public  debate  on  this  issue. 

Critikon,  Inc.  has  introduced  the  first  intravenous  catheter  that  helps 
protect  health  care  workers  from  accidental  needlesticks  and  the  resulting 
risk  of  contracting  infectious  diseases  such  as  AIDS  and  hepatitis.  The 
device  introduces  a protective  needle  shield  that  locks  into  place  over  the 
introducer  needle  as  it  is  withdrawn  from  the  catheter.  The  point  is  then 
safely  and  permanently  encased.  More  than  a million  accidental  needlesticks 
occur  each  year. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


L 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Fear  of  Antitrust  Suits 
Hampers  Peer  Review 


Chicago,  IL  - "Physicians  are  increasingly 
losing  whatever  ability  they  ever  had  to 
police  themselves,"  said  Dr.  James  S.  Todd, 
senior  deputy  executive  vice  president  for  the  AMA.  He  made  the  statement  at 
a May  meeting  sponsored  by  the  AMA  and  the  National  Health  Lawyers  Association, 
and  cited  a 1987  Texas  survey  of  physicians  that  revealed  66%  of  respondents 
feared  antitrust  litigation  resulting  from  involvement  in  peer  review. 


AMA  and  EPA  Views  Chicago,  IL  - The  AMA  has  told  the  Environ- 

On  Medical  Waste  mental  Protection  Agency  (EPA)  that  it  is 

important  to  view  medical  waste  in  its 

proper  perspective  in  order  to  balance  the  benefits  to  the  environment  against 
the  staggering  costs  of  micro-waste  management.  The  statement  came  in  response 
to  the  EPA's  regulations  implementing  the  Medical  Waste  Tracking  Act,  which 
applies  to  waste  from  physicians'  offices,  clinics  and  labs. 


Drug  Substitution  Chicago,  IL  - As  many  as  1.2  million  patients 

Opinion  Survey  Results  nationwide  may  have  been  adversely  affected 

because  of  drugs  substituted  for  the  pre- 
scriptions written  by  their  physicians,  a survey  of  physicians  indicates.  The 
survey,  reported  in  the  May  12  AM  News,  notes  the  results  are  based  on  opinion 
rather  than  documented  evidence.  The  AMA  undertook  the  study  because  of  phy- 
sician concerns  about  drug  substitution,  particularly  for  outpatients. 


Patient  Education  Kansas  City,  MO  - Entries  are  now  being 

Award  Announced  solicited  for  the  1989  Patient  Care  Awards 

for  Excellence  in  Patient  Education.  The 
three  winners  will  be  honored  at  the  11th  Annual  Conference  on  Patient  Educa- 
tion. For  information  on  criteria,  contact  Barbara  Widmar,  American  Academy 
of  Family  Physicians,  8880  Ward  Parkway,  Kansas  City,  MO  64114;  (800)  274-2237. 
Self-nominations  are  encouraged. 


Auxiliary  Seeks  Volunteers  Jackson,  MS  - Reminder:  Volunteers  are 

For  Support  Network  needed  to  participate  in  the  MSMA  Auxiliary 

"Sharing  Support  Network,"  a program  to 
help  medical  families  cope  with  the  stress  of  a malpractice  suit.  Success  of 
the  program  requires  the  participation  of  physicians'  spouses  who  are  willing 
to  share  their  own  experiences.  Contact  the  MSMA  Auxiliary  today  to  volun- 
teer for  this  worthwhile  program. 


There  is  strength  in  numbers. 

(And  our  numbers  are  Rowing) 


Seated,  Left  to  Right:  Cheryl  Maxwell  (Claims  Secretary),  Lisa  Noble  (Underwriting  Secretary),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  C.G.  “Tanny”  Sutherland,  M.D.  (Medical  EHrector) 

Standing,  Left  to  Right:  C.  R.  “Bob”  Montgomery  (Gener^  Counsel),  Lisa  Stewart  (Underwriting  Secretaiy),  Sharon 
Thompson  (Claims  Secretary  ),  Craig  Brown  (Underwriting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serv  e 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staflFhas  grown  from 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serv  e more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  inv  est- 
ments  and  underwriting  guidelines.  Even’ 
claim  is  reviewed  b)’  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Driv  e.  Let  us  show  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

street  Address:  Suite  301 

■’35  Rj\erside  Drive,  Jadcson,  MS 

Plxme:  (601)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jack-son,  MS  39216-0915 
MS  WATS:  l-800-325-4r2 
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Transcranial  Doppler  Arteriography 
— A Technical  Note 

ROBERT  R.  SMITH,  M.D.* 

MICHAEL  GRAEBER,  M.D.t 
ROBIN  BROWN,  B.S.R.N.* 
and  RENEE  WILSON,  B.S.* 

Jackson,  Mississippi 


Since  its  introduction  in  the  1960s,  ultrasonic 
velocimetry  has  been  adapted  rapidly  to  the  analysis 
of  the  extracranial  vessels.  Early  efforts  to  extend 
the  Doppler  principle  to  the  study  of  intracranial 
vasculature  were  initially  unsuccessful  because  of 
the  sound  deflection  by  the  calvarium.  White  and 
co-workers  noted  that,  of  the  three  layers  of  bone, 
the  diploe  produced  attenuation  and  scattering  of 
ultrasound  because  of  the  presence  of  multiple  bony 
spicules.'  The  temporal  bone  was  found  to  be  com- 
posed of  several  thin  areas  without  thick  diploic 
regions  through  which  ultrasound  could  pass.  In 
Grolimund’s  experiments,  80%  of  the  mean  trans- 
mitted power  was  lost  through  the  skull. ^ Never- 
theless, in  1982  Aaslid  and  co-workers  utilized  a 2 
MHz  probe  to  make  Doppler  ultrasound  recordings 
of  human  basal  cerebral  arteries  in  1982.  In  50  sub- 
jects studied,  bilateral  middle  cerebral  artery  (MCA) 
flow  velocities  were  measured  in  all.  Crude  flow 
maps  of  the  vessels  were  later  constructed  using  the 
5 mm  range  gate.  Quite  recently,  employing  a ster- 
eotaxic headholder  and  probe  assembly,  three-di- 
mensional ultrasonic  arteriographic  maps  have  be- 
come possible.  A computer  is  used  to  post-process 
and  display  the  data  obtained  from  1 mm  incre- 
mental samples  along  the  cranial  base.  The  device 


From  the  Department  of  Neurosurgery*  and  Neurology,!  Uni- 
versity Medical  Center,  Jackson. 


Transcranial  Doppler  (TCD)  evaluation  of  the 
intracranial  vessels  was  performed  in  sixty- 
six  patients,  51  of  whom  received  conven- 
tional angiography  either  prior  to  or  sub- 
sequent to  the  ultrasonic  arteriogram.  Of  the 
14  patients  evaluated  for  arteriovenous 
malformations  (AVMs),  TCD  indicated  the 
existence  of  the  AVM  in  10  cases.  Of  those 
10  cases,  9 correlated  with  angiography. 
Twenty-one  patients  with  aneurysms  were 
evaluated  with  TCD  and  only  2 were  de- 
tected. Twenty-three  patients  suspected  of 
having  ischemic  disease  were  evaluated  with 
TCD,  which  indicated  the  presence  of  ste- 
nosis in  21  patients.  Twenty  of  those  pa- 
tients received  conventional  angiography, 
with  1 8 demonstrating  significant  stenosis. 


allows  Fourier  analysis  of  pulsatile  wave  forms, 
color-coded  spectral  display  of  flow  velocity  and 
direction,  and  estimation  of  sample  volume.  Our 
recent  experience  using  this  method  in  over  60  pa- 
tients with  various  cerebrovascular  disorders  is  the 
subject  of  this  report. 

Methods 

All  examinations  were  made  with  a transcan  sys- 
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tern  (EME,  West  Germany).  The  system  incorpo- 
rated a 2 MHz  pulsed  TCD  as  well  as  4 and  8 MHz 
extracranial  Dopplers  that  utilized  continuous  and 
pulsed  wave.  A color  printer  displayed  data  that 
was  collected  and  stored  following  post-processing. 
Sixty-six  patients  had  ultrasonic  evaluation  of  the 
intracranial  vessels  and  in  51  patients  conventional 
angiography  was  carried  out  either  before  or  fol- 
lowing the  ultrasonic  arteriogram.  The  MCA  was 
depicted  in  62  cases,  the  anterior  cerebral  (AC A) 
in  44  cases,  and  the  posterior  cerebral  artery  (PC A) 
in  32  cases.  The  ophthalmic  collaterals  were  eval- 
uated in  17  patients. 

Results 

Fourteen  patients  were  evaluated  for  arteriove- 
nous malformations  (AVMs).  Of  these,  the  ultra- 
sonic arteriogram  was  diagnostic  in  10  patients. 
Three  patients  were  evaluated  after  resection  and  a 
remaining  nidus  was  identified  in  two  of  these  and, 
in  the  third,  a complete  resection  was  found.  This 
was  confirmed  with  conventional  angiography.  In 
one  patient,  small  deep-seated  AVMs  in  the  pos- 
terior temporal  lobe  were  not  diagnosed  by  ultra- 
sonic arteriography.  On  conventional  angiograms, 
the  malformation  was  supplied  by  what  appeared  to 
be  a slightly  dilated  left  PCA  via  the  choroidal 
branch.  The  most  convincing  evidence  of  an  AVM 
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Figure  I A.  Conventional  angiography  demonstrates 
the  MCA  which  feeds  an  AVM  (arrow). 


on  ultrasonic  arteriograms  is  a large  collection  of 
vessels  representing  the  nidus,  with  flow  usually 
directed  away  from  the  probe  when  the  probe  is 
placed  over  the  affected  hemisphere.  In  most  cases, 
the  AVM  could  be  insonated  directly  and  the  di- 
agnosis made  from  the  characteristic  gruff  sound. 
Feeder  vessels  into  AVMs  were  found  to  have  flow 
velocities  well  above  the  range  expected  form  nor- 
mal arteries.  The  ultrasonic  examination  was  ac- 
curate in  identifying  feeder  vessels  (see  Figures  1 A 
and  IB).  It  was  less  effective  in  identifying  outflow 
veins.  The  low  resistance  through  an  AVM  is  dem- 
onstrated by  the  wave  form  pulsatility.  The  pulsa- 
tility  index  (systolic  velocity  minus  diastolic  veloc- 
ity divided  by  the  mean  velocity)  is  low  in  vessels 
feeding  AVMs  in  comparison  to  the  contralateral 
vessels  or  to  normal  pulsatility  values."* 

The  ultrasonic  arteriogram  was  not  useful  in  pre- 
dicting intracranial  aneurysms.  Of  21  patients  stud- 
ied, only  2 showed  diagnostic  findings.  In  one  of 
these,  an  area  adjacent  to  the  internal  carotid  artery 
showed  both  to-and-fro  flow  and  was  accompanied 
by  a musical  murmur.  In  another,  a large  area  of 


Figure  IB.  The  ultrasonic  arteriogram  demonstrates 
the  AVM  filling  from  the  terminal  MCA  (arrow). 
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turbulent  flow  was  identified  at  the  terminal  branches 
of  the  M-1  and  corresponded  to  a giant  aneurysm 
visualized  on  the  conventional  angiogram.  The  ul- 
trasonic arteriogram  was  useful  in  evaluating  for 
vasospasm  and,  early  in  the  course  of  the  disease, 
seemed  to  correlate  well  with  angiography  although 
flow  velocities  in  spastic  arteries  remained  elevated, 
however,  for  much  longer  periods  of  time  than  in- 
dicated on  the  angiographic  pattern.  The  reasons  for 
this  were  not  clear.  In  some  cases,  there  was  prob- 
ably persistent  hyperemia  due  to  distal  infarction. 
In  other  cases,  the  circulation  time  or  autoregulation 
may  have  been  impaired  (see  Figure  2).  The  ultra- 
sonic arteriogram  was  also  useful  in  evaluating  clip 
placement.  When  the  patient  with  aneurysms  of  the 
internal  carotid  artery  was  treated  with  carotid  artery 
occlusion  or  clamping,  the  ultrasonic  examination 
yielded  daily  or  even  hourly  evaluation  of  the  in- 
tracranial dynamics.  Within  one  turn  of  complete 
closure  of  a Crutchfield  clamp,  flow  velocity  di- 
minished and  reversed  in  the  ACA  and  a to-and-fro 
movement  of  blood  was  seen  in  this  vessel.  As 
complete  closure  was  made,  there  was  reversal  of 
flow  in  the  anterior  cerebral  artery,  while  middle 
cerebral  flow  normalized  and  equilibrated  with  its 
counterpart  in  the  opposite  hemisphere,  thus  assur- 
ing adequate  perfusion  and  allowing  removal  of 
clamp  handle  at  that  time. 

In  ischemic  cerebrovascular  disease,  ultrasonic 
arteriography  was  useful  in  21  patients.  The  most 
common  findings  in  patients  with  arterial  occlusion 
were  reversed  ophthalmic  artery  flow,  reversed  ACA 
flow,  and  altered  MCA  flow  velocities,  either  in- 
creased or  decreased  depending  on  whether  infarc- 
tion had  taken  place  and  the  age  of  the  lesion.  Re- 
versed MCA  flow  and  elevated  ACA  flow  was  seen 
in  one  case  of  MCA  embolization  in  which  there 
was  retrograde  flow  in  the  MCA  through  collaterals 
derived  from  the  ipsilateral  ACA.  Proximal  carotid 
artery  lesions  reduced  MCA  flow  velocity  and 
dampened  pulsatility. 

Discussion 

Although  ultrasonic  images  created  by  third  gen- 
eration computerized  stereotaxic  mapping  devices 
are  useful  to  the  physician  in  several  settings,  they 
are  not  considered  to  be  replacements  for  cerebral 
arteriograms.  Rather,  they  provide  adjunctive  in- 
formation, are  useful  for  screening,  and  can  be  re- 
peated as  often  as  necessary  to  evaluate  both  the 
anatomical  and  dynamic  aspects  of  the  cerebral  cir- 
culation. The  technique  is  inexpensive,  noninva- 
sive,  well-tolerated  by  the  patient,  and  provides  a 
pictorial  and  physiological  chart  that  may  be  used 


Figure  2 . Hyperemia  resulting  in  increased  MCA  ve- 
locity 24  hours  following  carotid  endarterectomy . 


Figure  3.  To-and-fro  oscillations  are  indicative  of  brain 
death.  No  diastolic  flow  is  detected. 


for  later  reference  and  for  patient  explanation.  The 
advantages  of  the  three  dimensional  stereotaxic  de- 
vice over  the  second  generation  hand-held  tran- 
scranial  instrument  are  numerous.  The  capability  of 
moving  2 mm  along  the  course  of  a vessel,  charting 
the  pathway  and  velocity,  minimizes  the  chance  that 
the  sample  volume  will  be  inadvertently  moved  from 
one  intracranial  vessel  to  another.  The  sterotaxic 
features  allow  precise  and  continuous  comparison 
of  velocities,  directions,  and  pulsatility  while  si- 
multaneously viewing  the  arteriogram  on  the  screen. 
The  three-dimensional  image  allows  the  surgeon  to 
establish  both  an  anatomical  and  physiological  re- 
lationship to  the  lesion  seen  in  the  vascular  tree. 
The  nidus  of  an  arteriovenous  malformation  can  be 
placed  anatomically  in  relation  to  the  middle  cere- 
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bral,  anterior  cerebral,  and  posterior  cerebral 
branches.  The  feeding  vessels  can  also  be  accurately 
identified.  In  one  of  our  cases,  a brain  tumor  was 
suspected  on  the  basis  of  medial  and  upward  dis- 
placement of  the  MCA  in  relation  to  the  contralat- 
eral vessel. 

As  a predictor  of  intracranial  aneurysm,  ultra- 
sonic arteriography  lacks  sensitivity.  However,  in 
the  evaluation  of  the  patient  with  cerebral  vaso- 
spasm, the  sensitivity  of  the  ultrasonic  arteriography 
exceeds  conventional  radiographic  imaging.  It  is  our 
feeling  that  velocity  alterations  may  not  necessarily 
coincide  with  vasoconstriction  but  may  be  indicative 
of  hyperemia  due  to  a number  of  other  causes  in- 
cluding infarction  and  loss  of  autoregulation.  How- 
ever, the  ultrasonic  studies  more  closely  parallel  the 
clinical  course;  when  the  improvement  in  velocities 
is  noted,  clinical  improvement  occurs  shortly  there- 
after.^ 

In  the  evaluation  of  intracranial  arterial  stenosis 
and  occlusion,  the  indirect  features  often  yield  the 
diagnosis.  Reversal  of  flow  in  the  AC  A and/or  the 
MCA,  accompanied  by  high  velocity  flow  in  col- 
lateral arteries,  points  to  major  stenosis  or  occlu- 
sion.^ Periorbital  collateral  examination  is  useful  in 
identifying  proximal  carotid  artery  lesions  if  a re- 
versal of  flow  is  detected  to  indicate  external  carotid 
collateralization.  Because  of  the  angle  of  insona- 
tion,  ultrasonic  examination  through  the  temporal 
windows  will  probably  not  be  useful  for  lesions  in 
the  distal  branches  of  the  MCA  or  anterior  cerebral 
arteries.  Lesions  of  the  carotid  at  the  base  of  the 
skull,  where  the  angle  of  insonation  approaches  90 
degrees  will  be  overlooked  due  to  the  Doppler  shift. 
With  age,  intracranial  vessels  become  tortuous  and 
the  angle  of  insonation  may  change.  At  60  degrees, 
only  half  of  the  real  velocity  is  observed.  Therefore, 
when  low  velocity  alone  is  obtained,  especially  in 
distal  branches,  interpretation  must  be  made  with 
caution.  Due  to  the  uneven  thickness  of  the  temporal 
bone,  the  inability  to  insonate  a vessel  does  not 
necessarily  mean  that  it  is  absent  or  occluded. 

In  addition  to  its  usefulness  in  the  assessment  of 
intracranial  hemodynamics  in  carotid  artery  stenosis 
or  occlusion,  the  TCD  may  be  used  to  evaluate  acute 
ischemic  cerebral  vascular  disease.  It  was  reported 
recently  that  blood  velocity  in  the  MCA  in  patients 
suffering  complete  hemiplegia  of  less  than  twelve 
hour  duration  may  be  of  prognostic  significance.^ 
In  this  study  of  seven  patients  in  whom  blood  ve- 
locity was  greater  than  30  cm/sec,  five  made  com- 
plete or  partial  useful  recovery  of  the  involved  hand 
and  arm.  Among  eight  patients  in  whom  blood  ve- 
locity was  less  than  30  cm/ sec,  one  recovered  com- 


pletely, while  the  other  seven  retained  permanent 
total  paralysis  of  the  hand  and  arm. 

Ultrasonic  arteriography  may  find  its  greatest  use 
in  the  evaluation  of  the  outpatient.  Those  patients 
recovering  from  arterial  surgery,  suffering  from 
headaches  or  transient  deficits,  and  hearing  noises 
in  the  ear  or  head  are  especially  suited  for  this  ex- 
amination. With  modification,  the  vertebral  and 
basilar  arteries  may  also  be  mapped.  Using  the  con- 
tinuous wave  features,  flow  direction  in  the  verte- 
bral arteries  may  be  evaluated  and  subclavian  steal 
may  be  corroborated  using  a blood  pressure  cuff. 
The  hypermia  that  follows  release  of  the  cuff  may 
produce  easily  detectable  changes.  In  the  evaluation 
of  patients  who  present  with  seizure  disorders,  ul- 
trasonic arteriography  should  allow  accurate  pre- 
diction of  those  with  arteriovenous  malformations. 
Even  conventional  angiography  may  fail  to  disclose 
the  small  thrombosed  or  cryptic  AVM  and  only  with 
magnetic  resonance  imaging  can  these  lesions  be 
defined.  However,  ultrasonic  arteriography  corre- 
lates well  with  conventional  angiography  in  the  de- 
tection of  AVMs. 

More  recently,  some  investigators  have  suggested 
that  TCD  may  be  useful  in  further  understanding 
the  basic  pathophysiology  of  migraine.  Some  mi- 
graines seem  to  have  relatively  increased  vascular 
reactivity  (more  dramatic  velocity  changes)  during 
hyperventilation  when  compared  to  controls. 

In  the  in-hospital  setting,  TCD  can  be  used  to 
evaluate  brain  death.  The  diagnostic  feature  of  brain 
death  observed  when  using  TCD  is  a to-and-fro 
movement  or  “sloshing”  seen  in  the  MCA  when 
no  diastolic  flow  is  present  (Figure  3).  This  results 
from  the  same  column  of  blood  moving  forward  and 
backward  with  no  progression  of  the  blood  column 
through  the  vessel.*  In  our  cases  TCD  correctly 
indicated  brain  death  in  6 cases. 

It  has  been  our  experience  that  the  TCD  is  more 
sensitive  than  the  technetium  flow  scan.  When  com- 
pared to  the  EEC,  flow  in  the  MCA  usually  ceases 
before  the  termination  of  all  electrical  activity. 
Therefore,  TCD  is  less  sensitive  than  EEC  in  rec- 
ognizing living  tissue.  Finally,  TCD  is  helpful  in 
differentiating  those  patients  in  a deep  barbiturate 
coma  where  arterial  flow  is  preserved  but  cerebral 
function  is  not. 

The  method  is  useful  in  the  evaluation  of  patients 
with  acute  infarction  since  angiography  may  not  be 
safely  performed.  This  patient  may  then  be  moni- 
tored to  collect  information  concerning  progressive 
cerebral  hemodynamic  changes.  Finally,  TCD  is 
also  useful  in  the  patient  who  for  religious  or  im- 
munologic reasons  declines  routine  angiography. 
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The  patient  with  an  infarct,  may  be  followed  serially 
and  information  gathered  on  a day-by-day  basis  con- 
cerning cerebral  hemodynamics.  ★★★ 

Dr.  Smith;  2500  North  State  Street  (35216) 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non- cancellable  and 
guaranteed  renewable, 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Coexistent  Discoid  Lupus 
Erythematosus  and  Psoriasis: 
A Therapeutic  Dilemma 

GARY  G.  BOLTON,  M.D. 

Clinton,  Mississippi 


Xffls  53-year-old  white  man  had  a 25-year  history 
of  psoriasis  limited  to  his  elbows  and  knees.  In 
January  1988,  he  was  referred  to  our  dermatology 
clinic  for  evaluation  of  an  erythematous,  scaling 
skin  eruption  that  had  been  present  for  about  one 
year.  The  lesions  had  started  on  his  arms  and  then 
gradually  spread  to  his  trunk,  face,  neck,  and  legs. 
The  rash  was  mildly  pruritic  and  worsened  with 
sunlight.  Physical  examination  revealed  typical  pso- 
riatic plaques  on  the  elbows  and  shins  along  with 
erythematous,  scaling  plaques  on  the  face,  neck, 
trunk,  and  extremities.  The  lesions  in  sun-exposed 
areas  appeared  worse.  His  fingernails  showed  pit- 
ting and  onycholysis.  Biopsy  of  a forearm  lesion 
revealed  follicular  keratotic  plugs  along  with  mild 
perivascular  and  pilosebaceous  lymphocytic  infil- 
trates, consistent  with  discoid  lupus  erythematosus 
(LE).  ANA  was  1:160  in  a homogeneous  pattern 
and  antibodies  to  SS-A  and  SS-B  were  negative.  A 
CBC  was  normal. 

Treatment  initially  consisted  of  topical  steroids 
and  sunscreens.  The  lesions  of  discoid  LE  continued 
to  worsen  and  systemic  corticosteroid  therapy  with 
prednisone  (60  mg/day)  was  begun.  This  resulted 
in  improvement  in  the  lesions  of  discoid  LE.  The 
prednisone  was  gradually  reduced  to  20  mg  every 
other  day.  At  that  point,  he  developed  a widespread 
flare  of  psoriasis  necessitating  an  increase  in  his 
steroid  dosage.  At  the  time  of  this  writing,  his  pso- 
riatic lesions  have  stabilized  and  the  prednisone  is 
again  being  cautiously  tapered. 

Discussion 

Psoriasis  is  a common  condition  affecting  1-3% 


From  the  Department  of  Medicine,  University  Medical  Center, 
Jackson,  MS. 


The  author  notes  that  psoriasis  is  a com- 
mon condition  and  primary  care  physicians 
should  be  aware  of  drugs  that  can  worsen 
this  disease.  He  describes  the  case  of  a pa- 
tient with  coexistent  discoid  lupus  erythe- 
matosus (LE)  and  psoriasis.  He  discusses 
therapeutic  problems  encountered  in  this 
case  and  reviews  drugs  reported  to  exacer- 
bate psoriasis. 


of  the  general  population.'  Patients  with  psoriasis 
may  also  have  non-dermatologic  conditions  such  as 
hypertension  or  ischemic  heart  disease.  It  is  im- 
portant for  primary  care  physicians  to  know  what 
medications  can  result  in  flares  of  psoriasis.  Anti- 
malarials,^  beta  blockers,^  lithium,"  and  non-steroid- 
al anti-inflammatory  drugs  (NSAIDs)^-  * have  been 
reported  to  worsen  psoriasis  and  withdrawal  of  cor- 
ticosteroids has  been  reported  to  cause  pustular  pso- 
riasis.'^ 

The  coexistence  of  discoid  LE  and  psoriasis  is 
unusual'  and  presents  therapeutic  problems  because 
therapy  directed  at  one  disease  may  result  in  wors- 
ening of  the  other.  Sunlight  can  improve  psoriasis 
but  may  worsen  discoid  LE.  Hydroxychloroquine 
can  be  very  effective  for  discoid  LE,*  but  has  been 
reported  to  flare  psoriasis.^  Abel  et  aP  found  a low 
incidence  of  this  complication,  and  thought  anti- 
malarial  prophylaxis  for  travel  to  endemic  areas  of 
malaria  was  not  contraindicated  in  psoriasis  pa- 
tients. They  did  advise  caution  in  the  use  of  anti- 
malarials  in  patients  with  coexistent  LE  and  pso- 
riasis. 

Beta  blockers  are  widely  used  in  the  treatment  of 
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angina,  arrhythmia,  and  hypertension.  Initiation  and 
exacerbation  of  psoriasis  have  been  associated  with 
the  cardioselective  and  non-selective  beta  blockers. 
Gold  et  al,^  in  a recent  retrospective  study,  reported 
exacerbation  of  psoriasis  in  72.4%  of  patients  treated 
with  beta  blockers.  Alterations  in  cyclic  AMP  levels 
resulting  in  stimulation  of  epidermal  cell  growth  is 
a proposed  mechanism  for  this  effect.  Some  con- 
troversy still  exists  concerning  psoriasis  and  beta 
blocker  usage.® 

NS  AIDS  are  commonly  used  by  primary  care 
physicians  in  the  treatment  of  musculoskeletal  con- 
ditions. Exacerbation  of  psoriasis  has  been  reported 
with  phenylbutazone^  and  indomethacin.^  Meclo- 
fenamate  has  been  reported  both  to  improve  pso- 
riasis and  to  worsen  the  disease.  In  1986,  Ellis  et 
al'°  reported  a double-blind  study  of  103  patients  to 
determine  the  effect  of  meclofenamate  in  psoriasis. 
They  found  no  improvement  of  psoriasis  in  those 
given  meclofenamate  in  a double-blind  fashion. 
Also,  less  than  5%  of  their  patients  had  worsening 
of  psoriasis  with  meclofenamate.  A postulated 
mechanism  of  NS  AID  exacerbation  of  this  disease 
is  inhibition  of  cyclooxygenase  leading  to  increased 
leukotriene  production.®  Leukotrienes  are  hypoth- 
esized to  play  a role  in  the  pathogenesis  of  pso- 
riasis," but  the  exact  role  of  the  arachidonic  acid 
cascade  in  this  disease  is  unsettled.® 

Withdrawal  of  corticosteroids  has  been  reported 
to  exacerbate  psoriasis  and  lead  to  generalized  pus- 
tular psoriasis.'^  Generalized  pustular  psoriasis  is  a 
serious  systemic  illness  characterized  by  fever  fol- 
lowed by  waves  of  sterile  pustules.  These  patients 
are  acutely  ill  and  usually  require  in-hospital  care. 
Therefore,  systemic  steroids  should  be  carefully  ta- 
pered in  patients  with  psoriasis. 

Lithium  carbonate  is  used  in  the  treatment  of  manic 
disorders  and  depression.  Its  use  has  been  reported 
to  induce  psoriasis'^  and  to  exacerbate  preexisting 
psoriasis.'*  Proposed  mechanisms  for  exacerbation 
of  psoriasis  by  lithium  involve  cyclic  AMP  and  neu- 
trophils.®’Despite  potential  adverse  effects,  lith- 
ium therapy  is  not  contraindicated  in  psoriasis 
patients®  but  the  physician  should  be  aware  of  this 
association. 


Coexistent  discoid  LE  and  psoriasis  is  unusual 
and  can  be  difficult  to  treat.  This  case  illustrates 
how  drug  therapy  can  potentially  exacerbate  pso- 
riasis. It  is  important  for  primary  care  physicians  to 
know  what  drugs  can  adversely  affect  this  disease. 
This  knowledge  can  influence  therapeutic  decisions 
and  lead  to  timely  dermatologic  referral  when  treat- 
ment with  an  implicated  drug  is  necessary. 

Summary 

Patients  with  psoriasis  are  commonly  seen  by  pri- 
mary care  physicians  for  non-dermatologic  condi- 
tions. Physicians  should  be  aware  of  drugs  that  can 
worsen  psoriasis  which  include  antimalarials, 
NSAIDs,  lithium,  and  beta  blockers.  Withdrawal 
of  corticosteroids  can  cause  pustular  psoriasis. 

★★★ 

1 1 1 Deer  Creek  Way  (39056) 
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J.  EDWARD  HILL,  M.D. 

Our  Image:  Self-Service  or  Self-Sacrifice 

^Vhat  do  you,  as  Mississippi  physicians,  visualize  as  your  most  outstanding 
problem  professionally? 

As  you  are  well  aware,  a survey  was  conducted  of  Mississippi  physicians  as 
a part  of  the  strategic  planning  process  this  past  year.  Surveys  were  mailed  to  all 
active  MSMA  members,  and  1481  of  you  responded  to  that  questionnaire.  It  is 
important  to  note  that  one  of  the  top  three  issues  that  you  considered  most 
important  was  the  public  image  of  the  medical  profession.  Of  potential  services 
that  the  Mississippi  State  Medical  Association  might  be  able  to  provide,  strongest 
support  existed  for  promoting  an  improved  physician  image,  the  survey  revealed. 

I want  to  quote  for  you  a paragraph  from  the  recently  published  book.  Medical 
Education  In  Mississippi:  “The  first  meeting  of  the  Mississippi  State  Medical 
Society,  which  had  about  50  participants  enrolled,  was  held  at  Mississippi  College 
in  Clinton  in  January  of  1846.  Members  chose  officers  and  discussed  several 
matters,  the  most  important  of  which  was  the  need  to  improve  the  image  and 
standards  of  the  medical  profession.” 

It  is  astounding  to  see  how  far  we  have  come  as  a medical  profession  in  the 
last  143  years.  It  is  even  more  amazing  to  see  how  little  we  have  changed  as  far 
as  our  perception  of  the  way  the  public  views  us.  All  this  probably  means  is  that 
our  public  image  is  not  really  very  different  than  it  was  140-plus  years  ago.  The 
image  of  the  personal  physician  remains  very  high  in  the  eyes  of  our  patients, 
but  some  believe  that  over  the  past  25  years  the  image  of  this  profession  has 
slowly  declined.  Many  factors  have  probably  contributed  to  this  change  in  our 
image.  In  my  opinion,  however,  the  most  significant  are:  the  negative  image  we 
may  project  by  opposing  change;  the  image  we  often  project  in  today’s  environ- 
ment of  being  more  concerned  with  our  own  economic  welfare  than  with  the 
health  care  of  our  patients;  and  the  significant  lack  of  visibility  in  the  community. 

Your  medical  society  can  do  a great  deal  as  far  as  providing  a resource  for 
you  and  in  providing  organizational  guidelines,  information  and  even  patient 
services.  However,  your  medical  society  cannot  become  individually  proactive 
for  each  one  of  you.  Your  medical  society  cannot  put  your  patients  ahead  of  all 
else.  Your  medical  society  cannot  become  more  involved  in  your  communities, 

(Continued  on  page  186) 
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Legislative  Elections 
And  Tort  Reform 

The  January  18  “We  Care  Day,”  while  very  suc- 
cessful in  one  sense,  was  a little  disappointing  in 
the  meager  awards  in  tort  reform. 

Our  coverage  in  the  Journal  was  splendid,  but 
the  publicity  we  received  from  the  media  left 
much  to  be  desired.  I can’t  help  believing  that  we 
could  have  done  better  if  we  had  pushed  more  for 
it. 

In  the  final  analysis  it  becomes  increasingly  ev- 
ident that  we  are  going  to  have  to  defeat  the  lawyers 
at  the  polls.  More  PAC  money  should  be  devoted 
to  exposing  the  situation  to  the  public  when  they 
come  up  for  reelection,  and  to  try  to  locate  and 
promote  more  business  men  and  women  to  these 
positions. 

W.  Moncure  Dabney,  M.D. 

Editor  Emeritus 

The  Wednesdays  Have  It 

Have  you  ever  noticed  how  the  people  from  the 
northern  part  of  our  state  periodically  complain  about 
most  of  our  medical  meetings  being  held  on  the 
coast?  Who  knows,  maybe  we  should  alternate  Cor- 
inth or  Tupelo  with  the  coast.  This  reminds  me  that 
the  other  day  I was  looking  at  my  calendar  and 
noticed  a strange  thing  . . . every  month  the  medical 
meetings  were  scheduled  on  Wednesdays.  Now  how 
or  why  this  happens  I don’t  really  know,  but  what 
I do  know  is  that  my  day  off  is  Thursday.  It  has 
been  for  thirty-plus  years,  and  I do  hope  that  it  will 
continue  to  be  my  day  off  for  the  next  twenty-seven 
years.  Anything  that  interferes  with  my  day  off  has 
to  be  something  really  dreadful! 
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Now  you  have  seen  Thursday  people  like  me  and 
I have  seen  other-day  people.  For  example,  my  wife 
is  a Tuesday  person;  ie,  the  sprayman  comes  on 
Tuesdays;  the  house  cleaners  come  on  Tuesdays; 
and  most  important,  the  beauty  shop  appointment 
is  on  Tuesdays. 

The  ones  that  bother  me  are  the  Wednesday  peo- 
ple. They  are  the  ones  who  spend  their  time  off  on 
Wednesdays  going  to  medical  meetings  instead  of 
being  on  the  golf  course  or  doing  what  off-day  peo- 
ple are  supposed  to  be  doing.  I wonder  if  all  or- 
ganizations meet  on  Wednesdays  like  the  prepon- 
derance of  medical  groups  do. 

True,  I should  be  proud  that  all  medical  meetings 
are  on  Wednesdays  — then  I wouldn’t  have  to  worry 
about  going  to  them  or  missing  them,  as  the  case 
may  be.  The  fact  is  that  I feel  a little  guilty  when 
I miss  them  because  I sure  do  like  to  put  my  “two- 
bits”  in  on  medical  things,  whether  it’s  asked  for 
or  not.  That  may  be  part  of  the  reason  they  put  those 
meetings  on  Wednesdays.  Of  course  it  may  be  that 
Wednesday  people  are  better  able  to  make  decisions 
than  us  Thursday  people. 

I have  considered  changing  my  day  off  from 
Thursdays  to  Wednesdays  but  (1)  people  probably 
wouldn’t  show  up  at  my  office  for  me  to  treat  on 
Thursdays,  (2)  my  son  would  complain  about  not 
being  off  on  Wednesdays,  and  (3)  it  really  takes  a 
different  personality-person  to  be  off  on  Wednes- 
days and  I just  don’t  think  that  I could  handle  it. 

If  it  is  okay,  would  some  of  you  nice  Wednesday 
people  please  pray  for  us  Thursday  people.  I can 
tell  that  we  really  do  need  all  the  help  we  can  get. 

Thank  God  I’m  a physician  in  this  strange  world 
of  week-day-people. 

Joe  Johnston,  M.D. 

Associate  Editor 
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Medico-Legal  Brief 

Pediatrician  Liable  for  Failure 
to  Diagnose  Infant's  Hip  Problem 

A pediatrician  could  not  escape  liability  for  his 
negligence  merely  by  showing  that  a subsequent 
treating  physician  was  also  negligent,  the  highest 
court  of  New  York  ruled. 

A malpractice  action  was  brought  against  the  pe- 
diatrician, based  on  his  failure  to  diagnose  an  in- 
fant’s hip  problem.  The  question  of  whether  he  had 
actually  performed  a procedure  to  ascertain  whether 
the  child  had  a congenital  hip  dislocation  was  hotly 
contested.  It  was  undisputed  that  failure  to  perform 
the  maneuver  would  be  malpractice.  The  pediatri- 
cian referred  the  child  to  an  orthopedist,  who  treated 
her  for  several  months  but  did  not  diagnose  a hip 
problem.  The  diagnosis  was  not  made  until  the  child 
was  over  three  years  of  age. 

The  jury  decided  for  the  child,  and  an  appellate 
court  affirmed.  On  review,  the  highest  state  court 
said  that  mere  referral  of  a patient  to  a second  phy- 
sician did  not  make  the  referring  physician  vicari- 
ously liable  for  negligence  by  the  second  physician. 
However,  in  the  present  case,  there  was  evidence 
from  which  the  jury  could  have  found  that  the  pe- 
diatrician had  been  independently  negligent  in  di- 
agnosing the  child’s  condition  and  that  the  misdi- 
agnosis was  a proximate  cause  of  the  child’s  injuries. 
Therefore,  the  pediatrician,  as  the  initial  wrongdoer, 
could  not  escape  liability  merely  by  showing  that 
the  orthopedist  to  whom  the  child  was  referred  was 
also  negligent.  The  court  affirmed  the  lower  court’s 
judgment.  — Datiz  v.  Shoob,  522  N.E.2d  1047, 
527  N.Y.S.2d  749  (N.Y.Ct.  of  App.,  March  29, 
1988) 

Editor’s  Note:  A previous  decision  was  reported 
in  The  Citation,  Vol.  55,  No.  3,  p.  33. 
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in  your  schools,  in  your  churches,  or  even  your 
local  governments.  These  are  things  that  you,  as 
individual  physicians,  must  do  or  our  image  col- 
lectively (or  your  image  individually)  will  not  im- 
prove. 

1 do  not  believe  that  we  have  lost  the  trust  of  the 
public.  1 certainly  believe  that  we  command  still 


the  highest  respect  of  any  profession  that  has  ex- 
isted. However,  it  is  absolutely  essential  and  of 
urgency  that  each  physician  individually  accept  his 
or  her  responsibility  for  guaranteeing  continuation 
of  the  public’s  trust  and  for  demonstrating  to  the 
public  that  we  have  a commitment  to  service  as 
opposed  to  self-interest. 

As  many  of  you  are  well  aware,  my  primary 
concern  over  the  last  several  years  has  been  in  the 
field  of  comprehensive  school  health  education.  It 
is  my  strong  conviction  that  almost  all  the  social 
ills  that  lead  to  poor  health  could  be  addressed  in  a 
significant  way  if  we  were  able  to  reach  the  point 
of  good  comprehensive  health  education  in  our  state. 
For  instance,  the  problems  of  teenage  pregnancy, 
the  problems  of  perpetuating  the  poverty  cycle,  the 
problems  of  drug  use  and  abuse  and  the  problems 
of  mental  health  issues,  can  all  be  impacted  by  com- 
prehensive health  education  and  by  helping  young 
people  develop  healthy  self-images.  If  we,  as  a med- 
ical association,  became  evangelists  for  compre- 
hensive health  education,  I believe  that  our  image 
as  individuals  and  a profession  would  be  enhanced 
beyond  any  measurement. 

With  that  in  mind,  your  MSMA  Auxiliary  and  I 
have  already  begun  plans  for  a multi-year  project 
involving  first,  the  education  of  the  public  — par- 
ticularly the  educators  and  physicians  of  the  state, 
concerning  the  question,  “What  is  school  health 
education?’’  We  then  plan  to  conduct  state-wide 
health  education  fairs  for  school-age  children.  We 
hope  to  finance,  staff,  and  equip  a mobile  health 
education  teaching  facility  that  will  be  at  the  dis- 
posal of  every  county  auxiliary  and  county  medical 
society,  and  even  individual  physicians  throughout 
the  state,  for  use  in  health  education.  I envision  this 
as  a life-long  project  of  this  medical  society  and  I 
will  encourage  you  individually  and  collectively  to 
get  involved.  I hope  that  this  year  many  of  you  will 
become  medical  directors  for  your  school  district. 
I hope  that  we  will  be  able  to  adequately  indoctrinate 
and  educate  physicians  as  to  their  role  as  a medical 
director  for  school  health  education.  It  is  my  feeling 
that  through  this  grass-roots  effort  involving  phy- 
sicians of  a local  level,  we  can  have  a great  impact 
on  legislation  and  legislative  issues.  Involvement  in 
this  issue  can  have,  for  our  state,  immeasurable  and 
lasting  results. 

1 want  to  encourage  and  challenge  each  of  you 
to  become  involved  in  public  service  of  some  kind 
at  the  local  level. 

I want  to  thank  you  for  your  confidence,  and  1 
pledge  to  you  my  continued  effort  in  trying  to  en- 
hance our  image  and  improve  our  profession. 
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Dr.  Hill  and  Jean  Hill 
Become  Medical  'Tirst  Family"^ 

Dr.  J.  Edward  Hill  will  be  installed  as  1989-90 
president  of  the  MSMA  during  closing  ceremonies 
of  the  121st  Annual  Session,  now  underway  in  Bi- 
loxi. Dr.  Hill,  who  succeeds  Dr.  David  Steckler, 
will  be  in  Chicago  later  this  month  for  the  inau- 
guration of  his  wife,  Jean,  as  AM  A Auxiliary  pres- 
ident. 

In  his  first  president’s  message  (page  184  of  this 
issue).  Dr.  Hill  announces  the  focus  of  his  year  as 
MSMA  president  — an  emphasis  on  health  edu- 
cation and  improving  the  image  of  the  profession. 
As  AMA  Auxiliary  president,  Jean  Hill  will  pro- 
mote unity. 


AMA  Official  Visits  CMS 


Dr.  James  Todd,  senior  deputy  executive  vice  presi- 
dent of  the  AMA,  was  guest  speaker  at  Central  Medical 
Society’ s April  meeting.  Dr.  Todd,  right,  is  pictured  with 
CMS  members  Dr.  John  Paul  Lee  and  Dr.  Fred  Mc- 
Millan, MSMA  board  members  from  district  4. 


MSMA  Recognized  by  AMA  for  Membership  Achievement 


Dr.  David  Steckler,  1988-89  president  of  the  Mississippi  State  Medical  Association,  accepts  a membership  award 
from  Dr.  John  Ring,  chairman  of  the  AMA  Board  of  Trustees.  It  is  the  third  consecutive  year  that  MSMA  has 
been  recognized  by  the  AMA  for  achievements  in  membership  recruitment. 
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Dr.  David  R.  Steckler,  center,  president  of  the  MSMA,  received  an  award  from  Homochitto  Valley  Medical 
Society  in  recognition  of  his  service  to  organized  medicine  in  Mississippi.  On  hand  for  the  presentation  were 
Dr.  Swink  Hicks,  left,  and  Dr.  Sidney  Graves,  right,  both  past  presidents  of  the  MSMA  and  members  of  HVMS. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board  eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 


188 


JOURNAL  MSMA 


Introducing  a new  company 
wifli  an  aiT^  of  services 
for  physicians. 

Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 


■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 


■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 


■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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James  J.  Bryan  gradu- 
ated from  St.  Stanislaus 
in  1941  and  attended  Notre 
Dame  and  Tulane  Univer- 
sities. Today.  he  is  president 

of  Bryan  Chevrolet,  and  has  served  as  vice- 
president  of  the  St.  Stanislaus  Alumni  Association. 

St.  Stanislaus  taught  me  many  things,  but,  most  of 
all,  it  taught  me  the  importance  of  concern  and 
service  to  the  community  one  lives  in" 


To  the  Brothers  of  the  Sacred  Heart,  every  student  is 
a potential  leader.  And  giving  him  the  proper  example- 
spiritual,  intellectual  and  moral— is  our  mission  at 
St.  Stanislaus. 


SAIIMT  STAIN!  I SLA  US 

BOARDING  SCHOOL  GRADES  6-12 
SUMMER  CAMP  AGES  9-14 
304  South  Beach  Blvd.,  Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSIONS -(601)  467-9057. 


St.  Stanislaiis 
helps  build  leaders. 


PERSONALS 


George  E.  Abraham,  II  of  Vicksburg  presented  a 
program,  “Cholesterol  Update,  ” at  the  Utica  Pub- 
lic Library. 

OssAMA  Al-Mefty  of  UMC  made  presentations  at 
the  Sourthem  Neurosurgical  Society  meeting  in  Al- 
abama and  the  American  Association  of  Neurolog- 
ical Surgeons  meeting  in  Washington,  DC. 

Bruce  Atkinson  has  associated  with  The  Cardiol- 
ogy Group  of  Mississippi  for  the  practice  of  car- 
diology at  1151  North  State  Street,  Suite  608. 

Christopher  Ball  of  Jackson  has  been  elected 
president  of  the  Jackson  Gynesic  Society. 

Jack  Blackburn  of  Picayune  presented  a public 
education  lecture  on  “Pap  Smears  and  Cervical 
Cancer”  in  Picayune  in  April. 

Mike  Boland  of  Tupelo  spoke  on  preventing  heart 
disease  at  Verona  Junior  High  School. 

Scott  Boswell  has  associated  with  the  Pennington 
Clinic  in  Ackerman  for  the  practice  of  family  med- 
icine. 

Ronald  Bullock  of  Hattiesburg  has  completed  re- 
quirements to  retain  active  membership  in  the 
American  Academy  of  Family  Physicians. 

George  R.  Bush  of  Laurel  has  been  recertified  as 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Frank  L.  Butler  of  McComb  announces  his  re- 
tirement from  the  practice  of  gynecology. 

Bryan  Cowan  of  UMC  was  a faculty  member  at 
the  South  Central  Ob-Gyn  Annual  Meeting  in  Hon- 
olulu. 

James  M.  Cummings  of  Corinth  has  been  named  a 
diplomate  of  the  American  Board  of  Urology. 

Owen  Evans  of  UMC  was  guest  speaker  during  a 
meeting  of  pediatricians  in  Hattiesburg. 

Alan  Freeland  attended  a taping  session  of  the 
Video  Journal  of  Orthopaedic  Surgery  meeting  in 
Dallas. 

Glen  Graves  of  UMC  recently  presented  a seminar 
in  Clarksdale. 

Ben  T.  Gregory  announces  the  opening  of  his  of- 
fice for  the  practice  of  plastic  and  reconstructive 
surgery  at  502  Eason,  Suite  B,  in  Tupelo. 


Harper  Hellems  of  UMC  was  installed  as  gov- 
ernor of  the  American  College  of  Physicians  during 
the  70th  annual  session  in  San  Francisco.  He  also 
made  a site  visit  to  the  New  Jersey  College  of  Med- 
icine in  Newark. 

Gary  Holdiness  of  Kosciusko  spoke  on  cholesterol 
at  a meeting  of  the  Country  Extension  Homemakers 
Club. 

Harold  Hudson  of  Tupelo  recently  received  the 
Julius  G.  Berry  Outstanding  Volunteer  Award  pre- 
sented by  the  United  Way  of  Greater  Lee  County. 

James  Hughes  of  UMC  was  guest  speaker  during 
an  orthopedic  conference  at  Bowman  Gray  School 
of  Medicine  in  Charleston,  South  Carolina. 

Michael  Jabaley  of  Jackson,  who  recently  com- 
pleted a year  as  president  of  the  American  Foun- 
dation for  Surgery  of  the  Hand,  has  been  named  the 
first  national  chairman  of  the  foundation’s  fund- 
raising campaign.  In  addition,  he  was  elected  to 
serve  a term  as  governor  for  the  American  Society 
for  Surgery  of  the  Hand. 

David  B.  Keddy  of  Greenville  has  announced  the 
closing  of  his  medical  office  effective  April  2 1 . 


We  earn 

your  trust  every  day.“ 


Trustmark . 

National  Bank 

Jackson/Bogue  Chino/Broolihav«n/Can(on/C>inton/Columbia 
Georgetown/Glosier^GrMnvtHe/Gfsenwood/Haniesburg/Hazlehurst 
Laland/Liberty/MBdtson/Magw/McComb/Peart/Petat/RKlgeland 
Tyiart  own  / Wesson 

Member  FOIC 
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PERSONALS/Continued 


Herbert  Langford  of  UMC  spoke  at  a symposium 
in  New  Orleans,  was  guest  lecturer  at  Shreveport/ 
Bossier  Academy  of  Medicine  and  LSU  Medical 
Center,  spoke  at  Tampa  (Florida)  General  Hospital, 
and  was  guest  lecturer  at  Our  Lady  of  the  Lake 
Hospital  in  Baton  Rouge. 

Lewis  D.  Lipscomb  of  Jackson  has  announced  his 
retirement  from  the  practice  of  obstetrics  and  gyne- 
cology effective  May  1 . 

James  Martin  of  UMC  lectured  during  Grand 
Rounds  at  Keesler  Medical  Center. 

James  S.  McIlwain,  Jr.  has  been  appointed  med- 
ical director  of  Hinds  General  Hospital. 

G.  Rodney  Meeks  of  UMC  was  speaker  at  the 
meeting  in  San  Francisco  of  the  Society  of  Behav- 
ioral Medicine. 

John  P.  Mladineo  of  Jackson  announces  the  re- 
location of  his  office  for  the  practice  of  gynecologic 
surgery  and  gynecologic  oncology  to  1151  North 
State  Street,  Suite  409. 

James  D.  Moore  announces  the  opening  of  his 
office  for  the  practice  of  orthopedic  surgery  at  202- 
A Drinkwater  Boulevard  in  Bay  St.  Louis. 

William  C.  Nicholas  of  UMC  recently  spoke  to 
Mississippi  Pharmacy  Association  meetings  in  Hat- 
tiesburg and  Oxford,  at  Lion’s  Club  district  meet- 
ings in  Vicksburg  and  Columbus,  and  at  Central 
Lion’s  Club  in  Jackson. 


Raymond  Overstreet  of  Jackson  was  speaker  at 
a seminar  on  teen  suicide  sponsored  by  the  Colum- 
bus Municipal  School  District. 

Seshadri  Raju  of  UMC  was  faculty  member  at  the 
Third  International  Workshop  in  Vascular  Surgery 
in  Lamaca,  Cyprus. 

Roger  Reed  of  Gulfport  has  been  recertified  as  a 
fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

E.  Linwood  Shannon  of  Hattiesburg  recently  com- 
pleted a laser  course  at  Southern  Baptist  Hospital 
in  New  Orleans  and  participated  in  a laser  precep- 
torship  program  at  the  Houston  Laser  Institute. 

Edwin  P.  Sudduth  of  Jackson  announces  his  re- 
tirement from  the  practice  of  Internal  Medicine. 

Ed  Thompson  of  Jackson  spoke  before  the  Sub- 
committee on  Health  and  the  Environment  of  the 
House  Committee  on  Energy  and  Commerce  during 
recent  Congressional  hearings.  He  represented  the 
American  Public  Health  Association  and  the  Coun- 
cil of  State  and  Territorial  Epidemiologists,  and  de- 
livered testimony  in  four  areas;  tuberculosis  control, 
immunization,  STD  control,  and  epidemiology  and 
general  disease. 

Guy  T.  Vise,  Jr.  of  Jackson  recently  was  honored 
with  the  Vernon  Nickel-Rancho  Los  Amigos  Alumni 
Association’s  Alumnus  of  the  Year  Award  pre- 
sented at  the  annual  meeting  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons  in  Las  Vegas. 

W.  Lamar  Weems  of  UMC  served  on  the  regional 
advisory  council  of  the  Southeastem/Atlantic  Re- 
gional Medical  Library  Services  meeting  in  Balti- 
more. 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
271  E.  Pearl  St.  /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases  CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


j 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


PISNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


Bigelow,  Carolyn  L.,  Jackson.  Bom  Ann  Arbor, 
MI,  July  7,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  1979-82;  hematology  fellowship.  Univer- 
sity of  Washington,  Seattle,  1983-87;  elected  by 
Central  Medical  Society. 

Bloom,  Sherman,  Jackson.  Bom  Brooklyn,  NY, 
Jan.  26,  1934;  M.D.,  New  York  University  School 
of  Medicine,  New  York,  NY,  1960;  interned  one 
year.  Kings  County  Hospital,  Brooklyn,  NY;  pa- 
thology residency.  New  York  University  and  Bell- 
vue  Hospital,  New  York,  NY,  1961-66;  elected  by 
Central  Medical  Society. 

Currier,  Mary  Margaret,  Jackson.  Bom  Ann 
Arbor,  MI,  June  12,  1956;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson  1983;  in- 
terned one  year,  same;  MPH  and  preventive  med- 
icine residency,  John’s  Hopkins  School  of  Hygiene 
& Public  Health,  Baltimore,  MD,  1986-88;  elected 
by  Central  Medical  Society. 

Drogin,  Mark,  Jackson.  Bom  New  York  City, 
Sept.  22,  1953;  M.D.,  Harvard  Medical  School, 
Boston,  MA  1978;  interned  one  year,  Southside 
Hospital,  Bay  Shore,  NY;  family  practice  resi- 
dency, University  of  Arkansas,  Little  Rock,  1979- 
81;  psychiatry  residency,  same,  1982-86;  elected 
by  Central  Medical  Society. 

Glover,  Jack  F.,  Jr.,  Ocean  springs.  Bom  Venus, 
TX,  Oct.  11,  1932;  M.D.,  University  of  Texas, 
Southwestern  Medical  School,  Dallas,  1957;  in- 
terned Letterman  Army  Hospital,  San  Francisco, 
one  year;  internal  medicine  residency.  Parkland  Me- 
morial Hospital,  Dallas,  1963-65;  fellowship  in  ne- 
phrology, University  of  Texas,  Dallas  1961-63; 
elected  by  Singing  River  Medical  Society. 

Gordon,  Lloyd  James,  III,  Brandon.  Bom  Mem- 
phis, TN,  Sept.  1,  1950;  M.D.,  University  of  Ten- 
nessee Center  for  Health  Sciences,  Memphis,  1976; 
interned  and  medicine  residency.  University  of  Al- 
abama, Birmingham  1977-80;  elected  by  Central 
Medical  Society. 

Gregory,  Ben  Thomas,  Tupelo.  Bom  Okolona, 
MS,  Sept.  18,  1923;  M.D.,  University  of  Tennessee 
Center  for  Health  Sciences,  Memphis,  1954;  in- 
terned one  year,  Methodist  Hospital,  Memphis;  gen- 
eral surgery  residency,  Kennedy  VA  Hospital, 
Memphis  1956-57  and  March-September  1959; 


plastic  surgery  residency,  St.  Johns  Hospital,  Tulsa, 
OK,  October  1959  to  September  1960  and  Henry 
Ford  Hospital,  Detroit,  MI,  1960-62;  elected  by 
Northeast  Medical  Society. 

Kirkland,  Charles  K.,  Starkville.  Bom  Jackson, 
MS,  May  22,  1954;  M.D.,  West  Virginia  School 
of  Osteopathic  Medicine,  Lewisburg  1984;  interned 
one  year,  Cuyahoga  Falls  General  Hospital,  Cuy- 
ahoga Falls,  OH;  elected  by  Prairie  Medical  Soci- 
ety. 

Maddox,  Bill  Franklin,  Jr.,  Greenville.  Bom 
Greenwood,  MS,  Oct.  1952;  M.D.,  West  Virginia 
School  of  Osteopathic  Medicine,  Lewisburg,  1987; 
interned  one  year,  Logan  General  Hospital,  Logan, 
WV;  elected  by  Delta  Medical  Society. 

Mauterer,  Arthur  A.,  Kosciusko.  Bom  New  Or- 
leans, LA,  July  25,  1953;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1957; 
interned  one  year.  Charity  Hospital,  New  Orleans; 
general  surgery  residency,  Touro  Infirmary,  New 
Orleans,  1959-62  and  Georgia  Baptist  Hospital,  At- 
lanta 1963-65;  elected  by  North  Central  Medical 
Society. 
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NEW  MEMBERS/Continued 


Millette,  Terrence  J.,  Pascagoula.  Bom  Pasca- 
goula, MS,  June  30,  1954;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1981;  in- 
terned and  ophthalmology  residency.  University 
Medical  Center,  Jackson,  1981-86;  neuro-ophthal- 
mology residency,  Massachusetts  General  Hospital, 
Boston  1984-86;  elected  by  Singing  River  Medical 
Society. 

Mooney,  Joseph  Spencer,  Brookhaven.  Bom  West 
Memphis,  AR,  April  14,  1958;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson  1983; 
interned  and  otolaryngology/head  & neck  surgery 
residency,  Shands  Hospital,  Gainesville,  FL  1983- 
88;  elected  by  South  Central  Medical  Society. 

Odom,  Max  Kennon,  Coffeeville.  Bom  Los  An- 
geles, Sept.  4,  1960;  M.D.,  Louisiana  State  Uni- 
versity Medical  Center,  Shreveport  1986;  interned 
one  year.  Baptist  Medical  Center,  Brimingham  1986- 
87;  elected  by  North  Mississippi  Medical  Society. 


Pande,  Purushottam,  Gulfport.  Bom  Latur,  In- 
dia, April  6,  1949;  M.D.,  Gandhi  Medical  College 
of  Medicine,  India,  1975;  interned  one  year,  same; 
medical  residency,  Methodist  Hospital,  Brooklyn, 
NY,  and  hematology/oncology  residency  1980-86; 
elected  by  Coast  Counties  Medical  Society. 

Petro,  John  V.,  Hattiesburg.  Bom  Aug.  24,  1953; 
M.D.,  University  of  Mississippi  School  of  Medi- 
cine, Jackson,  1980;  interned  and  ophthalmology 
residency,  same,  1980-86;  elected  by  South  Mis- 
sissippi Medical  Society. 

Romaine,  Charles  Boyd,  Jr.,  Booneville.  Bom 
Franklin,  TN,  May  7,  1937;  M.D.,  Emory  Uni- 
versity School  of  Medicine,  Atlanta,  1963;  interned 
and  surgery  residency  Grady  Memorial  Hospital, 
Atlanta,  1963-65;  elected  by  Northeast  Mississippi 
Medical  Society. 

Salazar-Tier,  MaryRuth,  Vancleave.  Bom  Wal- 
senburg,  CO.,  Jan.  10,  1952;  M.D.,  University  of 
Colorado  School  of  Medicine,  Denver  1984;  in- 
terned one  year,  St.  Joseph  Hospital,  Denver,  and 
family  practice  residency,  1984-87;  elected  by  Sing- 
ing River  Medical  Society. 
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Simpson,  Helen  Elena,  Canton.  Bom  Lexington, 
KY,  Aug.  4,  1958;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1984;  interned  and  fam- 
ily practice  residency,  Baylor  Family  Practice  pro- 
gram, Houston,  TX,  1984-87;  elected  by  Central 
Medical  Society. 

Strong,  Thomas  C.,  Greenville.  Bom  Shreveport, 
LA,  March  11,  1957;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  Shreveport,  1983;  in- 
terned and  general  surgery  residency.  University  of 
Oklahoma,  Tulsa,  OK  1983-88;  fellowship,  Texas 
Heart  Institute  July-December  1988;  elected  by  Delta 
Medical  Society. 

Winters,  Charles  Joseph,  Ocean  Springs.  Bom 
New  Orleans,  May  22,  1957;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1983; 
interned  one  year.  Charity  Hospital,  New  Orleans; 
orthopaedic  surgery  residency,  Louisiana  State  Uni- 
versity, New  Orleans,  1984-88;  spine  surgery  fel- 
lowship, same,  July-December  1988;  elected  by 
Singing  River  Medical  Society. 

Wright,  Maude  Andrews,  Jackson.  Bom  Mag- 
nolia, MS,  Oct.  18,  1953;  M.D.,  Tufts  University 
School  of  Medicine,  Boston,  MA,  1979;  interned 
Boston  University,  1979-1980;  psychiatry  resi- 
dency, University  of  Southern  California,  1980-82; 
child  psychiatry  fellowship,  same,  1982-83;  elected 
by  Central  Medical  Society. 


DEATHS 


Green  Earl  W.,  Hattiesburg.  Bom  McLain,  MS, 
Jan.  1,  1908;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1932;  graduate  study,  Hurst 
Eye,  Ear,  Nose  & Throat  Hospital,  Longview,  TX 
and  New  York  Eye  and  Ear  Hospital;  died  March 
15,  1989,  age  81. 

Roberts,  Curtis  D.,  Brandon.  Bom  New  Albany, 
MS,  July  15,  1926;  M.D.,  Northwestern  University 
Medical  School,  Chicago,  1952;  interned  one  year, 
Wesley  Memorial  Hospital,  Chicago,  1952-53;  pe- 
diatric residency.  University  Medical  Center,  Jack- 
son,  MS,  1965-67;  died  March  18,  1989,  age  62. 


What  Every 
Physician^  Spouse 
Should  Know 


A series  of  booklets  on  topics  of 
special  interest  to  medical  families 
published  by  the  American 
Medical  Association  Auxiliary 


Professional  Liability 

■ Scope  of  problem  ■ Legal  process 

■ Coping 

Impairment 

■ Causes  ■ Impact  on  family 

■ Getting  help 

Survival  Tips  for  Resident  Physician/ 
Medical  Student  Spouses 

■ Marriage  in  the  training  years 

■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special 
concerns  ■ Stages  of  medical  career 
Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling 

■ Providing  for  the  family's  future 


r 1 

j MAIL  ORDER  FORM  TO:  | 

I American  Medical  Association  Auxiliary.  Inc.  ■ 
j 535  N.  Dearborn  SL.  Chicago.  IL  60610  j 

j Please  send  me  the  following  publications  in  j 

■ the  series  on  What  Evary  Physician^  Spouse  ■ 

■ Should  Know:  ■ 

[ It  of  copies  [ 

[ Impairment  | 

I Professional  Liability  i 

j Survival  Tips  lor  Resident  Physician/  j 

I Medical  Student  Spouses  ■ 

j Marriage  | 

I Retirement  and  Estate  Planning  i 

j (AVAILABLE  FEB.  1. 1987)  | 

I Each  booklet  is  $3  per  copy  for  AMA  Auxiliary  | 
j members  and  $5  per  copy  for  non-members  j 

[ Enclosed  is  my  check  in  the  amount  of  | 

I $ made  payable  to  the  AMA  i 

[ Auxiliary  Check  must  accompany  order  form  j 

j NAME ! 


ADDRESS 


CITY/STATE/ZIP 


I TELEPHONE  ( ) j 
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A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

SSgt  Jauregui 
(901)278-6349 
Collect  or 

1-800-423-USAF  Toll  Free 


MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  18-22, 
1989,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  121st  Annual  Session, 
May  31-June  4,  1989,  Biloxi.  Charles  L.  Mathews,  Exec- 
utive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson 
39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
Aug.  2-6,  1989,  Gulf  Shores,  AL.  Mrs.  Alyce  Palmore, 
Executive  Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred  G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr. , 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  D.  Winn  Walcott,  Secy.,  2173  South 
Lamar,  Oxford  38655.  Counties:  Benton,  Lafayette,  Mar- 
shall, Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosicy,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
of  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)’’  and  the  Council  on  Medical  Education  of  the 
MSMA.  Information  concerning  CME  programs  for  physicians 
offered  by  these  accredited  sources  may  be  obtained  by  writing 
the  Director,  Continuing  Medical  Education,  at  the  individual 
institution  or  organization. 


Council  on  Sciemific  Assembly 
Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Street 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Mamie  Street  and  Highway  49  South 
Hattiesburg.  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  Slate  Street 
Jackson.  MS  39202 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Seargeant  Prentiss  Dr. 

Natchez,  MS  39120 

King’s  Daughter  Hospital 
Highway  51  N. 

Brookhaven.  MS  39601 

Charter  Hospital  of  Jackson 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
150  Reynoir  St. 

Biloxi.  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14lh  St. 

Meridian.  MS  39301 

Mercy  Regional  Medical  Center 
100  McAuley  Dr. 

Vicksburg,  MS  39180 


Golden  Triangle  Regional  Medical  Center 
2520  Fifth  St.,  North 
Columbus.  MS  39701 

Northwest  Mississippi  Regional  Medical  Center 
Hospital  Dr. 

Clarksdale.  MS  38614 


St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 


Della  Medical  Center 
1400  E.  Union 
Greenville.  MS  39704 

Methodist  Hospital 
5001  W.  Hardy  St. 
Hattiesburg.  MS  39401 


North  Panola  County  Hospital 
1-55  at  Highway  315 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Ave. 

Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1401  River  Rd. 

Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayeite  County  Hospital 
Highway  7.  South 
Oxford.  MS  38655 
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Returning 
to  St.  Dominic's 


St.  Dominic's  Pediatric  Unit 


St.  Dominic  Hospital  is  pleased  to  announce  the  opening  of  a new,  full  service  pediatric  unit  designed  to  meet 

the  special  needs  of  pediatric  patients  as  well  as  their  parents.  Providing  continuous,  total  care 

for  children  in  the  treatment  of  illness  and  injury,  Sl  Dominic’s  beautifully  renovated 

pediatric  unit  warmly  reflects  St.  Dominic's  philosophical 

commitment  to  service.  For  more  information  on 

Sl  Dominic's  Pediatric  Unit  and  its 

benefits  to  you  and  your  g gj  Dominic  - Jackson  Memorial  Hospital 

patients  call  9^9  Lakeland  Drive 

364-6545.  Jackson,  Mississippi  39216 


Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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RECOLLECTIONS 


“Wanted:  Physicians  who  offer  suggestions,  raise 
questions,  debate  issues,  and  make  good  decisions. 
Minimum  requirements  for  job  are  membership  in 
medical  association  and  concern  over  the  future  of 
American  medicine.  All  qualified  applicants  as- 
sured of  work.  ’ ’ Those  were  the  words  of  Dr.  James 
L.  Royals,  in  his  first  article  as  1969-70  president 
of  the  MSMA,  which  appeared  twenty  years  ago  in 
the  Journal. 

Dr.  Royals  commented  on  the  fact  that  great 
changes  were  taking  place  in  the  delivery  of  medical 
care,  and  concluded,  “we  must  be  active  partici- 
pants in  our  association,  deeply  involved  in  the  team 
effort.  The  day  has  passed  when  any  among  us  can 
successfully  go  it  alone.  Indeed,  the  association  can’t 
make  the  grade  with  a few  taking  on  the  tasks  of 
many.” 

That  issue  of  the  Journal  included  a complete 
report  of  the  101st  Annual  Session,  which  had  been 
conducted  at  the  Buena  Vista  Hotel  in  Biloxi.  Among 
the  items  of  business  considered  by  the  House  of 
Delegates  were:  the  medical  association’s  positions 
on  Blue  Shield,  comprehensive  health  planning. 


Review  A Book 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Disease  and  Distinctiveness  in  the  American  South. 
Todd  L.  Savitt  and  James  Harvey  Young.  Univer- 
sity of  Tennessee  Press,  1988. 

Health  Risks  and  the  Press:  Perspectives  on  Media 
Coverage  of  Risk  Assessment  and  Health.  Mike 
Moore,  Editor.  The  Media  Institute,  Washington, 
DC  and  The  American  Medical  Association,  Chi- 
cago, IL.  $12.95.  1989. 


nurse  education  and  licensure,  insurance  disclosure 
to  hospitals,  laboratory  advertising,  and  charges  by 
hospitals  for  medical  services.  The  House  also  ap- 
proved an  addition  to  the  headquarters  building. 

Scientific  articles  in  the  June  1969  issue  con- 
cluded: “UMC  Stroke  Unit:  Review  of  the  First  100 
Cases,”  by  Drs.  A.  F.  Haerer,  R.  R.  Smith,  and 
R.  D.  Currier;  “Intestinal  Amebiasis,”  by  Dr.  Nancy 

R.  Burrow;  and  “Blood  Assurance  Plans:  An  An- 
swer to  Blood  Shortages,”  by  Dr.  James  B.  Hartney 
of  Chicago. 

Ten  years  later,  in  the  June  1979  issue.  Dr.  Gerald 
Gable  wrote  his  first  president’s  message  for  the 
Journal  as  1979-80  MSMA  president.  He  com- 
mended physicians  across  the  state  who  were  ac- 
tively participating  in  the  association  and  joining  in 
the  collective  effort  to  face  the  problems  ahead  and 
continue  to  render  the  finest  medical  care  to  pa- 
tients. 

That  issue  of  the  Journal  included  the  report  of 
the  1 1 1th  Annual  Session,  during  which  Dr.  Robert 

S.  Caldwell  of  Tupelo  was  named  president-elect 
and  Drs.  James  Rayner  of  Oxford,  Barry  Holdcomb 
of  Vicksburg  and  Louie  Wilkins  of  Brookhaven  were 
elected  as  vice  presidents.  Dr.  Elmer  Nix  was  re- 
elected secretary-treasurer  and  Dr.  Myron  Lockey 
was  elected  to  another  term  as  associate  editor. 
Elected  to  the  Board  of  Trustees  were  Dr.  Whitman 
B.  Johnson  of  Clarksdale,  Dr.  W.  Joseph  Burnett 
of  Oxford,  and  Dr.  William  C.  Gates  of  Columbus. 

The  House  of  Delegates  had  considered  a busy 
agenda  at  the  1 1 1th  Annual  Session,  and  major  ac- 
tions included:  adopting  an  official  position  paper 
on  health  needs  in  the  state;  adopting  16  recom- 
mendations for  controlling  health  care  costs;  en- 
dorsing new  mechanisms  to  strengthen  relationships 
with  medical  students  and  housestaff;  establishing 
a specific  committee  to  monitor  and  report  on  fed- 
eral/state health  programs;  endorsing  the  AMA’s 
model  bill  providing  for  determination  of  death; 
amending  the  MSMA  Bylaws  to  permit  membership 
for  Doctors  of  Osteopathy;  establishing  the  MSMA 
Disabled  Physicians’  Program;  and  restating  con- 
cern over  inequities  in  Medicare  fees. 

Winning  the  MSMA  scientific  exhibit  competi- 
tion during  the  111th  Annual  Session  was  “Treat- 
ment of  Selected  Fractures  with  the  Wagner  Ap- 
paratus,” by  Drs.  James  J.  Hughes,  Heinz  Wagner, 
Frazier  Ward,  and  Charles  S.  Rhea. 

Scientific  articles  in  the  June  1979  issue  were: 
“Analgesic  Nephropathy,”  by  Drs.  Jairo  Barona- 
Q.,  and  John  Bower;  and  “Clinical  Osmomentry  in 
Patients  Having  an  Impaired  Sensorium  or  in 
Coma,”  by  Dr.  Leo  J.  Scanlon. 
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with  Vital  Care 


Vital  Care  provides  a complete  service-oriented  program  offering  IV  drug  therapy, 
parenteral  and  enteral  nutrition  for  total  at  home  patient  care. 

Vital  Care  standards  require  continuous  contact  with  the  patient,  the  patient’s 
physician  and  the  patient’s  and  physician’s  choice  of  nursing  agencies.  This  insures 
coordination  of  care,  as  well  as  strict  compliance  with  the  physician’s  orders. 

The  Vital  Care  network  is  made  up  of  individually  owned  and  operated  home 
parenteral  service  suppliers  who  have  a reputation  for  dependability  and  service.  Local 

ownership  assures  the  patient  and  physician  that  they  can  deal 
directly  with  the  individuals  responsible  for  the  compounding 
and  delivery  of  their  medication  and  supplies. 

The  dedication  of  the  people  who  represent  Vital  Care  and 
the  urgency  with  which  they  work  indicate  their  commitment  to 
maintain  the  highest  level  of  patient  care,  comfort  and 
convenience.  This  achievement  is  what  Vital  Care  believes  is 
expected  and  required. 


ital 

) Incorporated 


110  Lafayette  Street 
P.O.  Box  1249 
Livingston,  AL  35470 
205-652-6152 


POSTGRADUATE 

CALENDAR 


July 

Annual  Summer  Ophthalmology  Meeting 
July  29 

Ramada  Renaissance  Hotel,  Jackson 
August 

ATLS  Provider  Course 
Aug.  17-18 

University  Medical  Center 


PALS  Provider  Course 
Aug.  30,  31  and  Sept.  1 
University  Medical  Center 

Sports  Medicine 
Aug.  12 

Holiday  Inn  Medical  Center,  Jackson 

For  more  information  or  a program  brochure, 
contact  the  University  of  Mississippi  Medical  Cen- 
ter Division  of  Continuing  Health  Professional  Ed- 
ucation, 2500  North  State  Street,  Jackson,  Missis- 
sippi 39216-4505;  or  call  (601)  984-1300. 


Complete  Report  — MSMA’s  121st  Annual  Session 
Coming  in  the  July  Issue,  Journal  MSMA 


10th  World 
Medicine 
Games 
1989 


Montreal  July  16-22 

Quebec 

Canada 


Join  the  world's  greatest 
medical  & sports  event! 

• 3,000  participants  from  40  countries  represented 

• Over  50  competitions  in  28  sports  disciplines, 
from  basketball  to  badminton,  from  cycling  to 
swimming,  from  track  to  golf  and  much,  much  more! 

• 10th  Anniversary  of  the  Games  - 

they  move  to  North  America  for  the  first  time 

• Also  featured:  International  Symposium  on 
Sports  Medicine 

• A global  celebration  of  health  and  sports 
in  a distinctive  and  unique  setting 

• Excursions  and  holiday  tour  packages  available 


Come  and  meet  the  world's  medical  athletes  - 
rendez-vous  in  Montreal  this  summer 


for  the  World  Medicine  Games  19891! 


For  information, 
registration  details  etc> 
please  contact: 


Ville  de  Montreal 


World  Medicine  Games  1989 
555  Ren6-L6vesque  Blvd.  West 
Suite  480 
Montreal,  Quebec 
Canada  H2Z1B1 
(514)  871-9637 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


JANN  LHOLWICK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  1 stiU  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSdO-USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


'^'■^Qtidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

nzaDdlne  capsules 
•rfef  leminaiy 

Conufl  ttw  piciMii  Htaraiare  tor  compMe  letonMlIoe. 

lodicrteiii  nO  Utofo:  Axid  Is  indicated  for  up  tt  eighi  weeks  for  the  treaenent  of 

active  duodenal  ulcer  In  most  pa&ents.  the  ulcer  wM  heal  wilfwi  tour  weeks 

Axid  is  indcaled  for  maintenance  therapy  for  duodenal  ulcer  ptferits  at  a reduced 
dosape  of  1 50  mg  h.s.  after  healino  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
CowtfiiedlciUoe:AxidiscontraindicatBdinpatieriBwithlmownhypersen$iavttyto 
the  drug  and  should  be  used  with  caution  in  patients  wkh  trypersensAivity  te  other 
Hrreceptor  antagonists . 

PrecaetioM;  Genera/ -1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gas^  malignancy. 

2.  Because  nizatidine  is  excreted  primahly  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  nsufficiency. 

3.  Pharmacokinetic  studies  in  pabents  with  hepaterenalsyndrorne  have  not  been 
done.  Part  of  the  dose  of  ruzatkline  is  rnetabolized  in  the  Kver.  In  pabents  wrih  normal 
renal  function  and  uncomplicated  hepabc  dysfunction,  the  dispos/tion  of  ncabdine 
IS  similar  to  that  in  nonnal  subjects 

Liboratory  Tests  - Faise-posiWe  tests  for  urobilinogen  with  MuRistR*  may 
occur  during  ther^  with  nizatidine 

Drug  Interacbons  -No  interactions  have  been  observed  betwetet  Axxf  and 
theophytline.  chlordiazepoxide.  lorazeparn.  Kdocaine.  phenytein,  and  warfarin.  Asd 
does  not  inhibfl  the  cytochrome  P-45(Hinked  drug-rnetaboUzing  enzyme  system: 
therefore,  drug  imeractions  mediated  by  intHbitxin  of  heptfc  metabolism  are  not 
expected  to  occur.  In  pabents  giver)  very  high  doses  (3.900  mg)  of  aspirin  dady. 
increases  in  serum  salicylate  levels  were  seen  when  ntzabdine.  1 w mg  b.i.d..  was 
administered  concurrenny 

Cvonogenesis,  Mutagenesis,  imparment  of  FertHity-A  two-year  oral  car- 
cinogenicify  study  in  rats  with  doses  as  high  as  SCO  rntywday  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcnogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromafhn-ike 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa.  In  a two-year  study  m mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  rnale  mice:  although  hyperplastic  nodules  of  the 
Ifver  were  increased  m the  high-dose  males  as  cornpared  with  plac^  Female 


mice  given  the  high  dose  of  Axid  (2.000  malkg/day.  about  330  Omes  the  hianan 
dose)  showed  margnalty  staOsbcalfy  signincarfl  mere 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  iri  any  of  the  other 


I increases  in  hepatic  carcinoma 


dose  groups  The  rate  of  hepatic  carcinoma  in  the  htgh-doseanvnals  was  Witten  the 
tHstoncalcorarol  lirnits  seen  for  the  strain  of  rnice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  comp^  with  concurrent  controls  and  evidence  of  mid  bver 
in)ury  (transaminase  elevations}.  The  occurrence  of  a margm^  finding  at  high  dose 
oiity  in  animals  given  m excessive  and  somewhat  heMcitoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (grven  up  a 
360  mgicg/day.  about  60  times  the  human  dose).  »id  a negative  rrutagemety 
battery  are  not  considered  evidence  of  a carcinogenic  potential  tor  Axid. 

And  was  not  mutagenic  in  a battery  of  tests  perfomed  to  evaluate  its  poterteal 
genetic  toxicity,  including  bacterial  rm/tabon  tests,  unscheduled  ONA  synthesis, 
sister  chromaOd  excharige.  mouse  lyrr^ihoma  assay,  chromosome  aberra^ 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  ferbHty  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg^day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  a/vmais  or  their  progeny. 

Pregnancy  - leratogeruc  Effects  - Preg/WKy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  (XAchB^ed  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  vnpatred  ferbkty  or 
teratogenic  effect  but  at  a dose  eguivteent  to  300  times  the  human  dose,  tretfed 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
mzabdine  at  20  m(^  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^  n produced  ventricular 
arxirn^.  distended  abdoiTien,  spina  bifida,  hydmeeph^,  and  enlarged  heart  in  one 
fetus  l^re  are.  however,  no  adequate  and  wefl-controlled  studies  in  pregnant 
wornen  It  IS  also  not  knovm  whether  ruzabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capac^  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefii  fusb^  the  potential  nsk  to  the 
fetus 

Nufsmg  Mothers  - Stfdies  conducted  In  tactabng  women  have  shown  that 
<0.1%  of  the  administefed  oral  dose  of  razabdine  is  secreted  in  human  milk  In 
proporbon  to  plasma  concentrations  Caubon  should  be  exercised  when  admns- 
ten^  mzabdme  to  a rairsing  mother 

Periatnc  Use  - Safety  and  effectiveness  in  chWren  have  not  been  established 

Use  in  Eklerty  Pabents  ~ Ulcer  heaimg  rates  m eiderty  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibesare  also  simflartothoseseenmotheragegroups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  noabdine  Eld^  pabents  may  have 
reduced  renal  function 

AtfverM  BeectloM:  Clinical  trials  of  razabdine  included  almost  5.0(X)  pabents 
given  razabdine  m studies  of  varying  durations.  Domestic  placebo-controHed  trials 
included  over  1.9(X)  pabents  given  razabdme  and  over  1.3(X)  given  placebo  Among 
reported  adverse  events  m the  domestic  placebo-controbed  tnais.  sweabng  (1  % vs 
O.H).  urbearia  (0.5%  vs  < 0.01  %).  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  razabdine  group.  A vanety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

H^bc  - Hraatoceikiar  miu^.  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
(ASTI,  SGPT  [/vLT],  or  alkalme  pnosphatase).  occurred  in  some  pabents  and  was 
possibly  or  probatey  related  to  razabdine  in  some  cases,  tfm  was  marked 
elevation  of  S60T  SfaPT  enzymes  (greater  than  ^ lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2.006  lU/L  The  overaR  rate  of  occurrences  of  elevated  kver 
enzymes  and  elevations  to  three  times  the  iwper  Urrw  of  norm^.  however.  (M  not 
significantly  differ  from  the  rate  of  kver  enzyme  abnormakbes  n placebo-beated 
pab^  All  abnormalities  were  reversible  after  discontmuabon  of  Axid 

CanJiOYascuiaf  - in  clinical  pharmacology  studies,  shod  episodes  of  asymp- 
tomabc  ventnculartachycardia  occurred  in  two  individuals  adnwxstered  Axkf  and  xi 
three  umreated  subiects 

CWS  - Rare  cases  of  reversible  merits  confusion  have  been  reported 

fnOocme  - Chracal  phannacology  studies  and  corkroHed  ckn«al  tnais  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axxf.  Impotence  and  decreased  kbiOo 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  rejxids  of  gynecomastia  occurred. 


Hematoioqic  -Fatal  thrombocytopenia  was  reported  xi  a pabeni  who  was 
reated  with  Axid  and  another  Hrreceptor  antagorast  On  previous  occasions.  Bus 
pabera  had  expenenced  thnxTibocytoperiia  while  t^ong  other  drugs  Rare  cases  of 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Additional  information  available  to  the 
profession  on  repoesr. 


Lny  teMiQh  LaboratOfBS 


NZ>2d07'B-94931 0 C'  iMo.  EU  UUY  and  company 


thrombocytopenic  purpura  have  been  reported . 

/nfegurnenfa/  -Sweabng  and  urbeana  were  reported  significantfy  more  fre- 
quently n razabdine- th»iin  placebo-treated  pabents  Rash  and  exfokabve  dermib- 
bs  were  also  reported 

Hypersensi^  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  razffidine  have  been  reported  Because  cross-son- 
sibvily  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  ndividuals  with  a testory  of  previous  hypersenstevlly 
to  these  agents  Rare  episodes  of  hypersensftivfty  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosmophiha}  have  been  reported 
Omr  - Hyperuncenva  unassociated  with  gout  or  nephrolilhiasis  was  reported 
Eosinophiiia.  fever,  and  nausea  related  te  razabdine  admnstrabon  have  been 
reported 

Ovtrdosege:  Overdoses  of  Axid  have  been  reported  rarefy  The  tolowing  is  pn>- 
vided  to  serve  as  a gwde  should  such  an  overdose  be  encountered 
Signs  anOSymphms  -There  is  little  ckracalexpenence  with  overdosage  of  Axid 
V)  humans  Test  arwnals  that  received  targe  doses  of  naabdew  have  exlebited 
cholNiergic-type  effects,  xiciuding  laenmabon.  sakvabon.  emesis,  neosis.  and 
OiarThea  Single  oral  doses  of  800  mg/kg  ri  dogs  and  of  l.2()0mgl(gx)  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  n the  rat  and  mouse  were  3ul 
and  232  md^  respectivefy 

Treatment  -To  obtaxi  up-to-date  mformabon  about  the  beabneni  of  overdose,  a 
good  resource  ts  your  certified  regronai  Poison  Conbol  Center  Telephone  numbers 
of  cerdhed  poison  control  centers  are  kstod  vi  the  Pfyscans  Desk  Reference 
(POP)  In  managng  overoosage.  consider  the  possk)^  ot  mulbple  drug  over- 


doses interaction  among  drugs,  and  unusual  drug  krietics  n your  pabem 
If  overdosage  occurs,  use  ot  activated  charcoal,  emesis,  or  lavage  should  be 
considered  atong  with  cleecalmoretonng  and  supportive  therapy  Renal  dtefysas  for 
four  to  sa  hours  axreesed  plasma  clearance 


PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Physician  Completing  Residency  in  obstetrics  and 
gynecology  seeks  practice  opportunity  in  Missis- 
sippi. Available  July  1989.  Contact  Greg  Patton, 
M.D.,  2325  Glenmary  Avenue  #2,  Louisville,  KY 
40204. 

Experienced  Physician,  seeking  licensure,  wants 
position  as  assistant.  Location  flexible.  P.O.  Box 
225,  Bay  Springs,  MS  39422. 

Physician  completing  residency  in  general  surgery, 
and  spouse  (board-eligible  pediatrician)  seek  prac- 
tice opportunities  in  Mississippi.  Location  flexible. 
Contact  Dinesh  Ranjasn,  M.D. , 21 18  Chantilla  Rd. , 
Catonsville,  Md  21228. 


Physician  completing  residency  in  psychiatry  seeks 
practice  opportunity  in  Mississippi.  Available  July 
1989.  Contact  DeBora  Murphy,  M.D.,  P.O.  Box 
53,  Vahalla,  NY  10595  or  call  (914)  592-2710. 


PHYSICIANS  WANTED 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Natchez,  MS  — Seeking  director,  full-time  and 
part-time  emergency  department  physicians  for  101 
bed  hospital.  Attractive  compensation,  full  mal- 
practice insurance  coverage,  and  benefit  package 
available.  Contact;  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  46,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
2496. 


Medical  Director 

The  Mississippi  Department  of  Corrections  is 
seeking  a qualified  medical  doctor  to  serve  as 
Medical  Director  for  the  Medical/Dental  Facility 
at  the  Mississippi  State  Penitentiary,  Parchman, 
Mississippi.  Qualifications  for  the  position  in  ad- 
dition to  a medical  license  include  specialty  train- 
ing in  a primary  care  field.  Salary  range  begins 
at  $85,000.00  PLUS  with  starting  salary  nego- 
tiable depending  on  experience  and  education. 
Attractive  compensation  and  benefit  package. 


CONTACT: 

W.  E.  Steiger 
Hospital  Administrator 
Mississippi  Department  of  Corrections 
P.O.  Box  E 

Parchman,  Mississippi  38738 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


Disability  Determination  Services 

1-800-962-2230 
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Emergency  Dept.  Physician  — low  volume,  light 
work  Level  II  E.  D.  with  multi-specialty  backup. 
MS  Gulf  Coast  location;  one  full-time  position. 
ACLS  and  experience  required.  Contact  David  Saw- 
yer, M.D.,  P.O.  Box  209,  Pass  Christian,  MS  39571; 
phone  (601)  865-1188. 

Family  practice  for  sale.  Established  32  years. 
Retiring  as  soon  as  replacement  is  available.  Patient 
records,  equipment,  and  introduction  free  with  pur- 
chase of  2100  sq.  ft.  clinic  building  and  lot.  Located 
in  Poplarville,  Miss.,  Home  of  Pearl  River  Com- 
munity College,  county  seat,  30-bed  county  hospital 
and  60-bed  nursing  home.  Close  to  Gulf  Coast  and 
New  Orleans.  For  more  details  contact:  W.  F. 
Stringer,  M.D.,  P.  O.  Drawer  33  (207  West  Pearl 
St.)  Poplarville,  MS  39470;  (601)  795-4969  or  795- 
4217. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


Ob-Gyn.  Join  a two  man  practice  in  South  Central 
Mississippi.  Excellent  280  bed  hospital  with  a level 
2 nursery.  Twenty-four  hour  anesthesia  coverage. 
Excellent  office  facilities  with  modem  ultrasound 
and  much  more.  Box  O,  do  Journal  MSMA,  P.O. 
Box  5229,  Jackson,  MS  39216. 


FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 


$250K  Guaranteed  First  Year  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


Physicians  Wanted  and  Needed:  Family  Prac- 
tice, General  Surgery,  Internal  Medicine,  OB/GYN. 
Excellent  living  conditions,  exceptional  school  sys- 
tem. Terms  negotiable  with  community  visit  ex- 
penses, relocation  expenses,  office  space,  guarantee 
cash  flow,  interest  free  line  of  credit  for  12  to  18 
months,  etc.  Other  opportunities  available.  Call  or 
write  Richard  Manning,  Administrator,  Tyler 
Holmes  Memorial  Hospital,  Tyler  Holmes  Drive, 
Winona,  MS  38967,  (601)  283-4114. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Radiologist  Wanted.  Share  coverage  of  group  of 
hospitals  in  eastern  part  of  Mississippi.  Straight  sal- 
ary offered.  Off  every  fifth  week.  For  more  infor- 
mation, interested  persons  contact  Faye  Sansing, 
Radiology  Business  Manager  at  601/328-8402. 


Family  physician  needed  to  assume  established 
practice  in  Jackson  metropolitan  area.  No  start-up 
expense;  no  buy-out.  Contact  Calvin  Schuster, 
M.D.,  (601)  825-4293  or  P.O.  Box  7,  Brandon, 
MS  39043. 
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*****  2V  Stat  Stat  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  $500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  -I-/-  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1-800-22V-STAT. 


Jacksonian  seeking  position  as  administrator  of 
large  group  practice  in  Jackson  area.  Previously  head 
of  health  concern  with  60-plus  employees.  Cur- 
rently in  investment  field  with  experience  in  cash 
management,  investments,  pension  plans,  etc.  . . . 
Stable  background  and  practical  business  experi- 
ence. Reply  to  Box  Z,  Journal  MSMA,  P.O.  Box 
5229,  Jackson,  MS  39296-5229. 


For  rent:  In  Jackson  at  500-F  Woodrow  Wilson 
Drive,  750  sq.  ft.  office  partially  furnished  with 
laboratory  furniture.  Will  remodel  for  long  term 
lease.  Only  medical  or  dental  professions  or  related 
businesses  are  eligible.  Phone  (601)  372-6973. 


Complete  Report  — MSMA’s  121st  Annual  Session 
Coming  in  the  July  Issue,  Journal  MSMA 
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YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


Name 


Address 


City 

Phone ( )_ 

Best  time  to  call. 


State. 


Mail  this  coupon  to; 
The  AMA  Group 
200  N.  LaSalle  Street 
Suite  535 
Chicago,  IL  60601 


AMA  ADVISERS,  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


Established  1966 


PTMI05 


Where  do  physicians 
turn  for  financial 


services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  >^enever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Coflinindications:  VASOTEC*  (Enalapril  Maleale,  MSO)  is  coniraindicaled  in  patients  wtio  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings;  Angioedem.  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patientstrealed  wilhACE  inhibitors.  includingVASOTECInsuchcases.VASOTECshouldbeprompIlydiscontinuedandIhe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  lo  Ihe  lace  and  lips, 
the  condilion  has  generally  resolved  withoul  Irealmenl.  allhough  aniihislamines  have  been  uselul  in  relieving  symploms 
Angioedema  associated  with  laryngeal  edema  may  be  latal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 

I rtOOO  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  insiruclions 
are  lollowed:  caulion  should  be  observed  when  initialing  Iherapy  (See  DOSAGE  AND  ADMINISTRATION ) Palienls  al 
risk  lor  excessive  hypotension,  somelimes  associaled  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics:  heart  lailure.  hyponatremia, 
high-dose  diuretic  therapy  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  lo  eliminate  Ihe  diuretic  (except  in  heart  lailure  palients).  reduce  Ihe 
diurelic  dose,  or  increase  sail  inlake  cauliously  belore  initialing  Iherapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  lo  lolerale  such  adjustmenis.  (See  PRECAUTIONS,  Dnjg  Inleidctions  and  ADVERSE  REAC- 
TIONS.) In  palienls  at-risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  su^  palienls  should  be  lollowed  closely  lor  the  lirst  two  weeks  ol  Irealmenl  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  lo  palienls  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  lall  in  blood  pressure  could  resull  in  a myocardial  inlarclion  or  cerebrovascular  accident 

II  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  posilion  and.  it  necessary,  receive  an  intrave- 
nous inlusion  ol  normal  saline.  A liansieni  hypotensive  response  is  not  a coniraindicalion  lo  lurther  doses  ol  VASOTEC, 
which  usually  can  be  given  withoul  dilliculty  once  the  blood  pressure  has  stabilized.  II  symptomatic  hypotension 
develops,  a dose  reduclion  or  discontinualion  ol  VASOTEC  or  concomitani  diurelic  may  be  necessary 
Neutropenia/Agisnuloc^osis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairmeni,  especially  il  they 
also  have  a collagen  vascular  disease  Available  date  Irom  clinical  Irials  ol  enalapril  are  insulticieni  lo  show  that  enalapril 
does  not  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relalionship  lo  enalapril  cannot  be  excluded  Periodic  moniloring  ol  white  blood  cell 
counIs  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 

Precautions;  Geneml:  Impaired  Renal  Function:  As  a consequence  ol  inhibiling  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunclion  may  be  aniicipaled  in  susceptible  individuals.  In  palients  with  severe  heart  lailure 
whose  renal  lunclion  may  depend  on  Ihe  aclivi^  ol  Ihe  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute  renal 
lailure  and/or  dealh 

In  clinical  sludies  in  hyperlensive  palients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  palienls  These  increases  were  almost  always  reversible  upon 
disconlinuation  ol  enalapril  and/or  diuretic  therapy.  In  such  palienls,  renal  lunclion  should  be  monitored  during  the  lirst 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  wilh  no  apparent  preexisting  renal  vascular  disease  have  developed 
inaeases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  wilh  a diurelic  This  is  more  likely  lo  occur  in  palienls  wilh  preexisting  renal  impairmeni  Dosage  reduc- 
tion and/or  discontinualion  ol  Ihe  diurelic  and/or  VASOTEC  may  be  required. 

Evaluation  ol  patients  with  hypertension  or  heart  lailure  should  always  include  assessment  ot  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hj^rkalemia:  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  Irials.  In  mosi  cases  Ihese  were  isolated  values  which  resolved  despite  conlinued  Iherapy.  Hyperkalemia  was  a 
cause  ol  discontinualion  ol  Iherapy  in  0.28%  ol  hyperlensive  palienls.  In  clinical  Irials  in  heart  lailure.  hyperkalemia  was 
observed  in  3 8%  ol  palienls.  but  was  not  a cause  lor  disconlinuation 

Risk  teclors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabeles  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cauliously  il  al  all.  wilh  VASOTEC  (See  Dnjg  Inleraclions.) 

SurgerylAnesthesia:  In  palienls  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormation  secondary  lo  compensatory  renin  release  II  hypotension  oaurs  and  is 
considered  to  be  due  lo  this  mechanism,  il  can  be  corrected  by  volume  expansion. 

Inlormalion  lor  Palienls: 

Angioedema:  Angioedema,  including  laryngeai  edema,  may  occur  especially  lollowing  the  lirst  dose  ol  enalapril 
Palienls  should  be  so  advised  and  told  lo  reporl  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  brealhing)  and  lo  lake  no  more  drug  until  they  have 
consulled  wilh  the  prescribing  physician 

Hypotension:  Palienls  should  be  caulioned  lo  reporl  lighiheadedness  especially  during  the  lirst  lew  days  ol  Iherapy.  II 
aclual  syncope  occurs.  Ihe  palienls  should  be  toW  lo  disconlinue  the  drug  until  Ihey  have  consulted  wilh  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tell  in  blood 
pressure  because  ol  reduclion  in  Iluid  volume  Other  causes  ol  volume  deplelion  such  as  vomiting  or  diarrhea  may  also 
lead  lo  a lall  in  blood  pressure:  palients  should  be  advised  lo  consult  wilh  Ihe  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia:  Palienls  should  be  lold  lo  reporl  promptly  any  indication  ol  inleclion  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE:  As  with  many  other  drugs,  certain  advice  lo  palients  being  treated  wilh  enalapril  is  warranted  This  inlormalion  is 
intended  lo  aid  in  Ihe  sate  and  etiective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
etiecis 

Dwg  Inleraclions: 

Hypotension:  Palienls  on  Diurelic  Therapy:  Palients  on  diuretics  and  especially  those  in  whom  diurelic  Iherapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduclion  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril.  The  possibility  ol  hypotensive  etIecIs  wilh  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ol  treatment  wilh  enalapril  II  it  is  necessary  to  continue  the  diurelic,  provide 
close  medical  supervision  alter  the  initial  dose  tor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release:  The  aniihypertensive  effect  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions. 

Agents  tncreasirg  Senim  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signilicani  increases  in  serum  potassium  Therelore,  il  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  Ihey  should  be  used  wilh  caution  and  with  Irequent  monilor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  palienls  with  heart  lailure  receiving 
VASOTEC 

Ulhium:  A lew  cases  ol  lithium  toxicity  have  been  reported  in  palients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinualion  ol  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caulion  be  exercised  when  lithium  is  used  concomitantly  wilh  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently. 


Pregnancy-  Category  C There  was  no  lelotoxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  Ihe  maximum  human  dose)  Felotoxicity.  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  loxicity  occurred  in  some  rabbits  al  doses  ol  I mg/kg/day  or 
more  Saline  supplementation  prevented  Ihe  maternal  and  lelal  loxicity  seen  al  doses  ol  3 and  10  mg/kg/day.  bul  nol  al 
30  mg/kg/day  (%  limes  Ihe  maximum  human  dose) 

Radioactivity  was  lound  lo  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  lo  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  sludies  in  pregnant  women  VASOTEC*  (Enalapril  Maleale.  MSO)  should  be 

used  during  pregnancy  only  il  Ihe  potential  benelil  juslilies  the  potential  risk  to  Ihe  letus 

Nursing  Mothers  Milk  in  lacteting  rats  contains  radioactivity  lollowing  adminisiralion  ot  <<  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediainc  Use.  Salety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salety  in  more  than  tO.OOO  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  loletaled  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension:  The  most  Irequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5.2%),  dizziness 
(4  3%).  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (14%).  nausea  (1 4%),  rash  (1 4%),  cough  (1.3%).  orlhostelic  effects  (12%),  and  asthenia  (1 1%) 

Heart  Failure:  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (22%).  chest  pain  (21%).  and  diarrhea 
(2,1%). 

Other  adverse  experiences  oaurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Irials  were:  laligue  (18%).  headache  (1.8%).  abdominal  pain  (1 6%).  asthenia  (16%).  orthostatic  hypo- 
tension (1.6%).  vertigo  (1.6%).  angina  pectoris  (1.5%).  nausea  (1.3%).  vomiting  (13%).  bronchitis  (1 3%).  dyspnea 
(13%),  urinary  tract  inlection  (13%),  rash  (1.3%),  and  myocardial  inlarclion  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  lo  1%  ol  palienls  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category: 

Cardiovascular:  Myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  lo  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension):  cardiac  arrest,  pulmonary  embolism  and  inlarclion.  rhythm  distur- 
bances: atrial  librillalion.  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  lailure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea.  asthma,  upper  respiratory  inlection 

Skin:  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other:  Muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  teste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia:  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manilestetions  may  occur  These  symploms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  II  angioedema  ol  Ihe  lace,  extremilies.  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  palienls,  hypotension  occurred  in  09%  and  syncope  occurred  in  05%  ol  patients 
lollowing  the  initial  dose  or  during  extended  Iherapy  Hypotension  or  syncope  was  a cause  lor  discontinualion  ol  therapy 
in  0.1%  ol  hypertensive  palients  In  heart  lailure  palienls.  hypotension  oaurred  in  6 7%  and  syncope  occurred  in  22% 
ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy  in  19%  ol  patients  with  heart  lailure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponalremia 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinualion  ol  Iherapy  were  observed  in  about  0.2%  ol  palients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  palienls 
wilh  renal  artery  stenosis  (See  PRECAUTIONS ) In  palients  wilh  heart  tailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diurelic  Iherapy.  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinualion  in  12%  ol  palienls 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patients  treated  wilh  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  Irials.  less  than  0 1%  ol  patients  discon- 
tinued Iherapy  due  to  anemia 

Other  (Causal  Relalionship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  palients  who  are  currently  being  treated  with  a diurelic.  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  il  possible,  be  discon- 
tinued tor  two  lo  three  days  belore  beginning  Iherapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  wilh  VASOTEC  alone,  diuretic  therapy  may  be  resum^ 

If  the  diurelic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Inleraclions.) 

The  recommended  initial  dose  in  palients  nol  on  diuretics  is  5 mg  once  a day  Oosage  should  be  adjusted  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  the  antihypertensive  effect  may  dimmish  toward  the  end  ol  Ihe  dosing  intnval 
In  such  palienls.  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  n«l{on~ 
trolled  with  VASOTEC  alone,  a diurelic  may  be  added 

Concomitani  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairmeni:  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  After  the  Initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
for  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Inleraclions.)  If  possible.  Ihe  dose  of  Ihe  diurelic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  Ihe  drug,  following  effective  management  ol  the  hypotension  The  usual  Iherapeutic  dosing  range  lor 
Ihe  treatment  ol  heart  lailure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study  but  nearly  all  palienls  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  wilh  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2.5  to  40  mg  per  day  ol  VASOTEC,  almosi  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etiecis  ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Palients  wilh  Renal  Impairmeni  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  Iherapy  should  be  initialed  al  2.5  mg 
daily  under  close  medical  supervision  (Sw  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Dnjg  Inleraclions.)  The  dose  may  be  increased  lo  2.5  mg  b i d , then  5 mg  b i d.  and  higher  _ _ _ _ 
as  needed,  usually  al  intervals  ol  four  days  or  more,  il  al  the  lime  of  dosage  adjustment  there  is  nol  MSD 
excessive  hypotension  or  signilicani  deterioration  ol  renal  lunclion  The  maximum  daily  dose  is  40  mg  merck 
For  more  detailed  inlormalion,  consul!  your  MSD  represenlalive  or  see  Prescribing  Inlormalion.  Merck  SFHARFi 
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At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confront! ve  milieu.  Younger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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(And  our  numbers  are  growing.) 
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Since  we  wrote  our  first  policy^  in 
November  of  1977,  we  have  grown  to  serv  e 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staff  has  grown  from 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answ  ers  to  y our  medical  liability  insurance 
questions.  VCe  serve  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underw  riting  guidelines.  Every' 
claim  is  review  ed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Driv  e.  Let  us  show  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

street  .-Address:  Suite  301 

’3S  Riverside  Drive,  lack-son,  MS 

Pixme:  3S3-2000 

Mailing  Address:  RO.  Box  4915,  Jackson,  .VIS  39216-0915 
MS  Vi{MS:  1-800-325-4  r 2 
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Dear  Doctor: 

The  Health  Care  Financing  Administration  (HCFA)  is  extending 
indefinitely  the  grace  period  for  complying  with  ICD-9-CM 
coding  requirements  on  all  Medicare  Part  B claims,  in  order 
to  assure  a continued  "smooth  implementation."  HCFA  says  the 
transition  to  ICD-9-CM  coding  is  progressing  very 
satisfactorily.  Carriers  reported  that  more  than  90%  of 
physician  claims  contained  diagnosis  codes  in  April,  which 
was  the  original  date  for  implementation. 

Although  most  physicians  are  now  submitting  the 
ICD-9-CM  diagnosis  codes,  many  are  failing  to  link 
the  codes  to  the  services  rendered.  The  AMA  has 
prepared  a booklet  advising  physicians  of  what 
they  need  to  know  about  the  new  requirements . 

Dr.  Robert  McAfee,  member  of  the  AMA  Board  of  Trustees  who 
spoke  at  MSMA's  121st  Annual  Session  last  month,  recently  had 
the  opportunity  to  answer  charges  made  by  Rep.  Pete  Stark 
during  hearings  concerning  research  on  patient  outcomes.  In 
a meeting  of  the  Subcommittee  on  Health  of  the  House  Ways  and 
Means  Committee,  Congressman  Stark  declared  that  physicians 
never  concern  themselves  with  public  health,  only  with 
private  gain.  Dr.  McAfee  responded  by  calling  attention  to 
physicians'  and  the  AMA's  significant  efforts  in  the  public 
interest.  He  specifically  mentioned  campaigns  to  curb 
tobacco  use,  to  battle  AIDS,  to  champion  legislation 
safeguarding  the  rights  of  AIDS  patients,  and  other  concerns. 

It  is  now  policy  that  Medicare  carriers  must  invite  medical 
society  comment  when  any  proposed  change  in  local  medical 
policy  is  contemplated.  The  new  procedure  implements  another 
step  in  the  seven-point  agreement  HCFA  entered  into  with  the 
AMA  last  January  to  obviate  a threatened  lawsuit  by  the  AMA. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


THE  ARMY  RESERVE 
OFFERS  NEW  HNANCIAL 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Periphcral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 
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Edward  A.  Dufresne,  Jr.  graduated 
from  St.  Stanislaus  in  1956  where 
he  was  a class  officer  and  captain 
of  the  school  band.  Today.  Judge 
Dufresne  presides  over  the  5th 
Circuit  Court  of  Appeal,  State  of  Louisiana. 


“The  training  and  education  I received  from  the 
Brothers  at  St.  Stanislaus  have  provided  me 
with  the  necessary  foundation  to  meet  the  chal- 
lenges I have  met  throughout  my  adult  life" 
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To  the  Brothers  of  the  Sacred  Heart,  every 
student  is  a potential  leader.  And  giving  him 
the  proper  example— spiritual,  intellectual 
and  moral  — is  our  mission  at  St.  Stanislaus. 


SAirjT 

ST-A ISI I S I- A l_l  S 

BOARDING  SCHOOL 
GRADES  6-12 
SUMMER  CAMP 
AGES  9-14 

304  South  Beach  Blvd. 

Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSI0NS-(601)  467-9057. 


St  Stadiislaus 
helps  build  leaders. 
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Your  patients  are  at  home 
with  Vital  Care 


Vital  Care  provides  a complete  service-oriented  program  offering  IV  drug  therapy, 
parenteral  and  enteral  nutrition  for  total  at  home  patient  care. 

Vital  Care  standards  require  continuous  contact  with  the  patient,  the  patient’s 
physician  and  the  patient’s  and  physician’s  choice  of  nursing  agencies.  This  insures 
coordination  of  care,  as  well  as  strict  compliance  with  the  physician’s  orders. 

The  Vital  Care  network  is  made  up  of  individually  owned  and  operated  home 
parenteral  service  suppliers  who  have  a reputation  for  dependability  and  service.  Local 

ownership  assures  the  patient  and  physician  that  they  can  deal 
directly  with  the  individuals  responsible  for  the  compounding 
and  delivery  of  their  medication  and  supplies. 

The  dedication  of  the  people  who  represent  Vital  Care  and 
the  urgency  with  which  they  work  indicate  their  commitment  to 
maintain  the  highest  level  of  patient  care,  comfort  and 
convenience.  This  achievement  is  what  Vital  Care  believes  is 
expected  and  required. 


ital 

1I1*C  ^ Incorporated 


110  Lafayette  Street 
P.O.  Box  1249 
Livingston,  AL  35470 
205-652-6152 


Note  Card  Proceeds  Jackson,  MS  - Proceeds  from  the  sale  of 

To  Benefit  AMA-ERF  note  cards  by  MSMA  Auxiliary  will  go  to 

AMA-ERF.  The  cards  feature  a reproduction 
of  a Jackie  Meena  painting,  "Belle  of  the  South,"  commissioned  by  the 
MSMAA  in  honor  of  Mrs.  Ed  (Jean)  Hill,  AMA  Auxiliary  president.  To  ask 
about  the  tax  deductible  purchase  ($10  per  packet)  contact  Karen  Stephens, 
1105  Oakleigh,  Hattiesburg,  MS  39402;  (601)  264-0154 


ACP  Advocates  Focus  Philadelphia,  PA  - An  updated  approach  to 

On  Adolescent  Health  adolescent  health  is  needed,  according  to 

a statement  by  the  American  College  of 
Physicians  published  in  the  June  Annals  of  Internal  Medicine.  It  calls 
for  physicians  to  be  more  alert  to  prevention  of  adolescent  health  problems, 
and  for  adolescent  medicine  to  be  a greater  component  of  medical  school 
education,  residency  training,  and  continuing  education. 


Employee  Health  Washington,  DC  - Sen.  Lloyd  Bent sen  of  Texas 

Bill  Introduced  introduced  a bill  that  would  substitute  for 

Section  89,  which  requires  businesses  to 
show  their  health  plans  don't  discriminate  against  lower-paid  employees. 
Since  Section  89  was  complicated  and  expensive,  the  Treasury  Department 
delayed  enforcement  of  the  rules  until  Oct.  1.  Bentsen's  alternative  bill 
was  signed  by  32  other  senators. 


AMA  Sets  Conference  Chicago,  IL  - AMA  will  sponsor  a conference 

On  Family  Violence  on  Prevention  of  Family  Violence  and 

Victimization  Oct.  5-7  in  Chicago.  The 
multi-disciplinary  conference,  emphasizing  current  research,  policies  and 
practices  involving  diagnosis  and  treatment  of  family  violence,  includes 
workshops  on:  cycles  of  abuse;  spouse/elder /child  abuse;  drugs  and  alcohol 

in  family  violence;  and  legal  issues. 


AMA  Expands  Chicago,  IL  - Medicine's  changing  demo- 

Physician  Services  graphics  has  brought  about  the  creation  of 

a new  department,  the  Office  of  Special 
Groups,  which  will  represent  four  groups  that  strongly  influence  health 
policies  — women  physicians,  foreign  medical  graduates,  large  medical 
group  clinics  and  employed  physicians,  and  business  and  labor  organizations. 
Others,  such  as  armed  forces  physicians,  may  be  added. 


Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases  CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 
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Macular  Degeneration: 

The  Major  Cause  of  Severe 
Vision  Loss  In  Persons  Fifty-Five 
Years  or  Older 


GEORGE  M.  HAIK,  JR.,  M.D. 
W.  LEE  TERRELL  III,  M.D. 
GEORGE  M.  HAIK,  SR.,  M.D. 
New  Orleans,  Louisiana 


IVIacular  degeneration  is  the  major  cause  of 
severe  vision  loss  in  the  United  States  in  persons 
55  years  or  older.  It  is  estimated  to  affect  approx- 
imately 10  percent  of  people  who  are  more  than  65 
years  old.'  The  term  “age-related”  macular  degen- 
eration has  been  generally  substituted  for  “senile” 
in  the  disorder  commonly  known  as  senile  macular 
degeneration  because  of  the  disparaging  connotation 
of  the  word  “senile.”^  Macular  degeneration  alone 
does  not  cause  total  blindness  since  peripheral  vi- 
sion is  usually  unaffected.  The  cause  of  the  major 
forms  of  macular  degeneration  is  unknown. 

Forms  of  the  Disease 

Involutional  macular  degeneration  is  the  most 
common  form  of  the  disorder.  It  accounts  for  70  to 
90  percent  of  the  cases  of  macular  degeneration.  It 
is  referred  to  as  the  “dry”  or  nonexudative  form. 
This  type  of  macular  degeneration  is  characterized 
by  small  yellow- white  lesions,  known  as  “drusen,” 
beneath  the  retinal  pigment  epithelium  and  also  by 
hyperpigmentation  and  atrophy  of  the  pigment  ep- 
ithelium. Drusen  appear  to  be  an  important  asso- 


From  The  George  M.  Haik  Eye  Clinic  and  The  Eye  Foundation 
of  America,  New  Orleans,  Louisiana 


ciated  and  predisposing  feature  of  age-related  mac- 
ular degeneration.  There  is  a breakdown  or  thinning 
of  the  tissues  of  the  macula.  Deterioration  of  central 
vision  occurs  slowly.  These  patients  generally  retain 
fairly  good  peripheral  vision  (see  Figure  1). 

Exudative  macular  degeneration  accounts  for  only 
10  percent  of  the  cases  of  macular  degeneration.  If 
subretinal  neovascularization  occurs,  the  disease  en- 
ters this  exudative  or  “wet”  stage.  Normally,  the 
macula  is  protected  by  a thin  tissue,  retinal  pigment 
epithelium,  which  separates  it  from  the  fine  cho- 
roidal blood  vessels  which  provide  nourishment  to 
the  back  of  the  eye.  Sometimes  anomalous  new 
blood  vessels  break  or  leak  and  cause  scar  tissue  to 
form.  Often  this  leads  to  the  growth  of  new  and 
fragile  abnormal  blood  vessels,  which  rupture  easily 
and  may  leak  blood  and  fluid  destroying  the  macula 
and  causing  further  scarring.  A central,  fibrous  dis- 
ciform scar  of  the  macula  is  the  final  stage  of  ex- 
udative macular  degeneration.  The  vision  becomes 
blurred  and  distorted  and  the  scar  tissue  blocks  out 
central  vision  severely.  Patients  may  become  legally 
blind,  but  they  retain  peripheral  vision  and  can  usu- 
ally walk  about  unaided.  Spontaneous  improvement 
is  unusual.  Patients  with  end-stage  exudative  mac- 
ular degeneration  in  one  eye  tend  to  develop  similar 


JULY  1989 


207 


changes  in  the  other  eye  at  the  rate  of  about  10 
percent  per  year^  (see  Figures  2,  3,  4). 

Other  types  of  macular  degeneration  are  inher- 
ited, may  occur  in  juveniles,  and  are  not  associated 
with  the  aging  process.  Injury,  infection,  or  inflam- 
mation occasionally  may  also  damage  the  macula. 

Epidemiology 

Neovascular/exudative  retinopathy  occurs  in  only 
a small  percentage  of  persons  with  age-related  mac- 
ular degeneration.  However,  data  from  the  Fram- 
ingham Eye  Study  and  from  a large  case-control 
study,'*  have  shown  that  the  vast  majority  (79  and 
90  percent,  respectively)  of  patients  with  legal 
blindness  due  to  age-related  macular  degeneration 
had  the  neovascular/exudative  form  of  the  disease.^ 

There  is  a rapid  increase  in  the  prevalence  of  age- 
related  macular  degeneration  after  the  fifth  decade 
of  life.  Increasing  age  has  the  strongest  association 
with  the  disease  of  any  of  the  risk  factors  thus  far 
considered.^  The  case  control  study  results'*  suggest 
that  the  development  of  macular  degeneration  is 
mainly  influenced  by  familial,  genetic,  and  personal 
characteristics,  rather  than  by  the  few  environmental 
factors  that  were  studied. 

Apparently  increased  ocular  pigmentation  tends 
to  decrease  the  risk  of  developing  age-related  mac- 
ular degeneration.  Age-related  macular  degenera- 
tion is  rarely  observed  in  non  white  individuals.  A 
factor  which  may  increase  the  risk  of  this  disorder 
is  blue  eye  color. ^ 

Disagnosis 

Some  of  the  manifestations  of  age-related  mac- 
ular degeneration  include  the  presence  of  drusen, 
atrophy  of  the  retinal  pigment  epithelium,  subretinal 
neovascularization,  and  disciform  scars.  Blurred  vi- 
sion and  distortion,  most  often  with  near  vision,  are 
the  most  frequent  early  symptoms  reported  by  pa- 
tients with  macular  degeneration.  Patients  seldom 
reported  noticing  any  Amsler  grid  abnormality  from 
home  use  of  this  test.  However,  most  patients  showed 
Amsler  grid  abnormality  during  office  examination. 
Noncompliance  may  explain  this  discrepancy.’ 

Patients  at  risk  for  neovascular  maculopathy 
should  be  urged  to  use  a variety  of  means  to  assess 
visual  function  in  order  to  help  them  detect  the  ear- 
liest symptoms  of  submacular  fluid.  These  should 
include  reading  vision,  color  saturation,  and  image 
clarity  — and  observing  the  Amsler  grid.’ 

Visual  loss  occurs  to  a lesser  degree  in  the  non- 
exudative macular  degeneration  than  in  the  exuda- 
tive type  of  the  disease.  However,  the  progression 


of  the  visual  loss  is  slower  and  the  course  of  the 
disorder  is  more  benign.* 

Laser  Treatment 

Laser  photocoagulation  is  not  curative,  but  ap- 
pears to  help  some  patients  with  exudative  macular 
degeneration  retain  useful  central  vision.  In  a large, 
multicenter  clinical  trial,  argon  laser  photocoagu- 
lation was  demonstrated  to  reduce  the  risk  of  severe 
visual  loss  in  patients  with  age-related  macular  de- 
generation with  a well-defined  neovascular  mem- 
brane 200  |xm  or  greater  from  foveal  center.  How- 
ever, the  treatment  was  effective  in  only  about  60 
percent  of  patients  who  met  the  study  criteria.  Mac- 
ular degeneration  tends  to  be  progressive.  Two-year 
post-treatment  occurrence  rates  of  50  to  60  percent 
have  been  reported  in  patients  with  age-related  mac- 
ular degeneration.  The  limited  use  of  marginal  ef- 
fects of  laser  treatment  for  age-related  macular  de- 
generation and  the  need  for  further  controlled  trials 
of  this  therapeutic  approach  are  inferred  by  several 
groups  studying  this  subject.^  '*’"  A more  opti- 
mistic view  of  the  possible  benefit  from  laser  treat- 
ment is  held  by  others.” 

A randomized  clinical  trial  supported  by  the  Na- 
tional Eye  Institute  is  in  progress  to  evaluate  krypton 
laser  photocoagulation  for  eyes  with  macular  de- 
generation and  neovascular  membranes  which  ex- 
tend into  the  avascular  zone.  A recent  report  indi- 
cated that  more  patients  need  to  be  studied  to  arrive 
at  a definite  conclusion.'* 

Potential  Therapeutic  Value  of  Zinc 

Zinc  plays  a role  in  the  metabolic  function  of 
several  important  enzymes  in  the  chorioretinal  com- 
plex. Therefore,  a prospective,  randomized,  dou- 
ble-masked, placebo-controlled  study  of  the  effect 
of  oral  administration  of  zinc  has  been  carried  out. 
Although  some  eyes  in  the  zinc-treated  group  lost 
some  vision,  this  group  had  significantly  less  visual 
loss  than  the  placebo  group.  This  was  a first  con- 
trolled study  of  this  nature  to  show  a positive,  if 
limited,  treatment  effect  on  macular  degeneration. 
In  view  of  the  pilot  nature  of  the  study  and  the 
possible  toxic  effects  of  oral  zinc  administration, 
the  widespread  use  of  oral  administration  of  zinc 
for  macular  degeneration  is  not  warranted  at  pres- 
ent. 

Special  Visual  Aids 

For  patients  who  have  lost  central  vision  from 
macular  degeneration  there  are  aids  such  as  special 
glasses,  large-print  books,  hand-held  magnifiers, 
large-print  letters  and  numbers  on  playing  cards. 
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Figure  1 . Involutional  macular  degeneration.  PAS  — 
positive  drusen  located  between  the  attenuated  retinal 
pigment  epithelium  and  Bruch’s  membrane.  (All  photos 
courtesy  of  Daniel  M.  Albert,  M.D.,  Massachusetts  Eye 
and  Ear  Infirmary.) 


Figure  2.  Exudative  macular  degeneration.  Low  power 
view  of  a disciform  macular  scar.  A thick,  fibrous  scar 
composed  of  dense  connective  tissue  is  seen  between  the 
choroid  and  the  outer  retinal  layers,  which  has  replaced 
much  of  the  choroidal  layer  and  has  caused  degeneration 
of  the  receptor  layer. 

calculators,  telephone  dials  and  timepieces,  and  other 
devices  and  services  which  are  often  helpful.'  More 
complex  — and  more  expensive  — aids  include 
talking  calculators,  reading  machines  which  syn- 
thesize voices,  sophisticated  magnifiers  for  reading 
and  television,  and  devices  which  speed  up  and  slow 
down  playback  of  tapes.'* 

Discussion 

There  is  disagreement  as  to  the  degree  of  involve- 
ment of  the  peripheral  area  of  the  retina  in  age- 
related  macular  degeneration.  Some  ophthalmolo- 
gists have  concluded  that  the  results  of  their  studies 
suggest  that  retinal  function  abnormalities  are  con- 
fined to  the  central  retina  and  the  small  age-related 


Figure  3.  Exudative  macular  degeneration.  A higher 
power  view  of  a disciform  scar  with  a fibrous  plaque 
with  pigment  beneath  the  retina. 


Figure  4.  Exudative  macular  degeneration.  High  power 
view  through  a disciform  macular  scar,  showing  degen- 
eration of  the  photoreceptor  cells. 

peripheral  changes  which  they  observed  do  not  cor- 
relate with  the  degree  of  the  macular  degeneration.'^ 
Conversely,  others  feel  that  they  have  shown  that 
the  aging  process  affects  not  only  the  macular  region 
but  the  peripheral  region  as  well.'"  They  concluded 
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that  distinctions  should  be  made  among  the  various 
peripheral  abnormalities  in  patients  with  this  dis- 
ease, since  some  of  these  abnormalities  affect  pe- 
ripheral function  as  well  as  central  retinal  function. 
In  their  view,'^  it  is  likely  that  peripheral  retinal 
function  is  directly  associated  with  the  type  and 
severity  of  peripheral  retinal  changes. 

The  limited  value  of  photocoagulation  in  the 
spectrum  of  age-related  macular  degeneration  is 
shown  in  many  studies.^- It  is  conjectured  that 
prompt  photocoagulation  treatment,  when  indi- 
cated, may  well  result  in  a sharp  reduction  in  the 
number  of  eyes  made  legally  blind  by  the  disease.^ 
Still  it  is  the  impression  of  others  that  blue-green 
argon  laser  treatment  can  be  applied  to  only  a minor 
fraction  of  patients  with  this  entity  and  the  effect  is 
minimal.^  The  question  has  been  posed  — is  pho- 
tocoagulation a luxurious  treatment  reserved  for  a 
few  patients?  The  response  was  that  for  the  moment 
it  is  the  only  proven  effective  treatment  ophthal- 
mology can  offer. ★★★ 
812  Maison  Blanche  Building  (70112) 
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Thank 
I You 


Doctor, 

Have  you  ever  looked  for  a different  way  to  say 
"Thank  You,"  "Congratulations,"  or  "Get  Well 
Soon"? 


All  of  these  messages  are  available,  along  with 
memorial  tributes,  in  greeting  cards  from  the 
MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 
or  colleague. 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 
MSMA  Auxiliary,  or  Karen  Stephens,  1 105 
Oakleigh  Dr.,  Hattiesburg,  MS  39401; 
telephone  264-0154. 
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Radiological  Seminar  CCXLXII:  CT  of 
Adrenal  Gland  Pheochromocytoma 


JAMES  U.  MORANO,  M.D. 
PHILIP  E.  CRANSTON,  M.D. 
Jackson,  Mississippi 


I^OMPUTED  TOMOGRAPHY  (CT)  is  an  accurate  mo- 
dality in  the  detection  and  localization  of  adrenal 
masses.'-^  Pheochromocytomas  are  particularly  well 
suited  to  evaluation  with  CT  since  the  potential  com- 
plications of  more  invasive  tests  such  as  angiogra- 
phy can  be  avoided.  CT  can  detect  tumors  in  both 
adrenal  and  extraadrenal  locations.  Pheochromo- 
cytomas which  have  recurred  post-operatively  and 
malignant  pheochromocytomas  which  have  asso- 
ciated metastatic  disease  can  also  be  well  evaluated 
with  CT.  Herein,  we  describe  our  experience  with 
CT  and  pheochromocytomas  arising  from  the  ad- 
renal gland  over  a recent  six-year  interval. 

Materials  and  Methods 

A retrospective  review  of  1 1 consecutive  patients 
with  pheochromocytoma  arising  from  the  adrenal 
gland  was  conducted.  These  patients  were  seen  at 
our  institution  during  the  six-year  period  from  1980 
through  1985.  Patients  with  tumor  arising  from  an 
extraadrenal  location  were  excluded  from  our  study. 
Eight  of  our  patients  had  CT  scans.  All  CT  scans 
were  performed  on  a GE  8800  total  body  scanner. 
Both  oral  and  intravenous  contrast  material  was  given 
for  all  CT  scans.  No  antiperistaltic  agents  were  given. 

Three  patients  with  pheochromocytoma  did  not 
receive  a CT  scan.  In  one  patient  who  died  as  a 
result  of  lung  carcinoma,  a pheochromocytoma  was 
an  incidental  finding  at  autopsy.  In  another  patient 
bilateral  pheochromocytomas  were  an  incidental 
finding  during  unrelated  abdominal  surgery.  In  a 
third  patient  with  clinical  and  biochemical  evidence 
of  pheochromocytoma,  the  CT  scan  was  pre-empted 
by  an  emergency  cesarean  section  during  which  the 
tumor  was  located  and  removed. 

Sponsored  by  the  Mississippi  Radiological  Society.  From  the 

Department  of  Radiology,  University  Medical  Center,  Jack- 

son,  MS. 


Computed  tomography  is  a noninvasive 
and  accurate  means  of  evaluating  the  pheo- 
chromocytoma patient  and  providing  local- 
ization of  this  tumor.  Herein,  we  describe 
our  experience  with  CT  and  pheochromo- 
cytomas arising  from  the  adrenal  gland  over 
a recent  six  year  interval. 


Results 

The  CT  scan  detected  the  location  and  charac- 
teristics of  the  pheochromocytoma  in  all  8 of  our 
patients  who  underwent  evaluation  with  this  mo- 
dality. All  of  these  tumors  were  round  or  oval  in 
configuration  and  were  soft  tissue  density.  One  tu- 
mor demonstrated  cystic  low  density  changes  con- 
sistent with  central  necrosis  (see  Figure  1).  Another 
tumor  showed  CT  evidence  of  some  calcification 
(see  Figure  2).  Tumor  size  ranged  from  2.5-10  cm. 

Taking  all  1 1 of  our  pheochromocytoma  patients 
into  consideration,  the  ages  of  our  patients  ranged 
from  13-65  years.  Nine  patients  were  female,  and 
two  patients  were  male.  Nine  patients  were  black, 
and  two  patients  were  white.  Two  patients  had  bi- 
lateral pheochromocytomas  (see  Figure  2).  Of  the 
patients  with  unilateral  tumors,  seven  arose  on  the 
left  and  two  arose  on  the  right.  Two  of  the  patients 
had  malignant  pheochromocytomas  as  evidenced  by 
the  appearance  of  metastatic  disease  (see  Figures 
3A  and  3B). 

It  was  interesting  to  note  that  over  half  of  our 
patients  had  some  other  disease  process  or  physical 
condition  going  on  at  the  time  of  their  pheochro- 
mocytoma diagnosis.  In  three  of  our  patients  the 
pheochromocytoma  was  diagnosed  during  preg- 
nancy. Two  patients  had  neurofibromatosis,  one  pa- 
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tient  had  bilateral  renal  cell  carcinomas,  one  patient 
had  esophageal  carcinoma,  and  one  patient  had  lung 
carcinoma  at  the  time  of  pheochromocytoma  diag- 
nosis. Only  one  of  the  patients,  whose  tumor  was 
discovered  incidentally  at  autopsy  for  lung  carci- 
noma, had  no  history  of  hypertension. 

Discussion 

Pheochromocytomas  are  catecholamine-secreting 
tumors  that  most  often  arise  in  the  adrenal  medulla. 
The  patients  frequently  present  for  evaluation  of 
sustained  or  intermittent  hypertension.  Sweating, 
palpitations,  and  headache  are  additional  common 
complaints.  In  approximately  10%  of  patients,  the 
pheochromocytoma  arises  from  an  extraadrenal  site 


Figure  1 . Large  pheochromocytoma  arising  from  left 
adrenal  gland.  The  tumor  has  an  irregular  soft  tissue 
density  wall.  Large  area  of  low  density  in  center  of  tumor 
represents  central  necrosis. 


Figure  2.  Bilateral  pheochromocytomas.  The  larger 
tumor  (straight  arrows)  arises  from  the  right  adrenal 
gland  and  demonstrates  some  high  density  areas  of  cal- 
cification. The  smaller  tumor  (curved  arrow)  arises  from 
the  left  adrenal  gland. 


which  may  be  located  anywhere  from  the  neck  to 
the  pelvis.^-*  The  most  common  extraadrenal  lo- 
cation for  a pheochromocytoma  is  in  the  organ  of 
Zuckerkandl  which  is  a sympathetic  ganglionic 
plexus  lying  along  the  lower  abdominal  aorta. 

With  proper  diagnosis  and  treatment  the  outcome 
for  patients  with  benign  pheochromocytoma  is  gen- 
erally good.  However,  failure  to  properly  detect  and 
diagnose  a pheochromocytoma  is  associated  with 
high  morbidity  and  mortality,  regardless  of  whether 
it  is  benign  or  malignant.^  Consequently,  accurate 
detection  of  this  condition  is  critical. 

The  diagnosis  of  pheochromocytoma  is  generally 
first  suspected  on  the  basis  of  clinical  and  biochem- 
ical findings.  Computed  tomography  is  then  the  in- 
itial imaging  modality  of  choice  in  the  localization 
of  the  pheochromocytoma,  as  well  as  any  adrenal 
rnass.'-^'^  The  normal  adrenal  gland  can  be  visu- 
alized on  the  vast  majority  of  state-of-the-art  CT 
scans,  and  the  accuracy  of  CT  scans  in  identifying 
adrenal  masses  of  at  least  one  centimeter  in  size  is 
high.^  We  perform  our  CT  scans  of  the  adrenal 
glands  with  both  oral  and  intravenous  contrast.  We 
have  not  found  the  administration  of  antiperistaltic 
agents  to  be  necessary.  In  fact,  the  administration 
of  glucagon  for  this  purpose  should  probably  be 
avoided  since  glucagon  has  been  used  as  a provoc- 
ative test  for  pheochromocytomas  and  may  precip- 
itate a hypertensive  crisis.*-^ 

Computed  tomography  has  several  advantages 
over  angiography,  which  was  the  previous  imaging 
modality  of  choice  in  localizing  pheochromocyto- 
mas. Although  CT  and  angiography  have  a similarly 
high  accuracy  rate  in  the  detection  of  pheochro- 
mocytomas, the  CT  scan  is  noninvasive  and  less 
likely  to  trigger  a hypertensive  crisis.^  Whereas  an- 
giography may  have  difficulty  in  detecting  the  oc- 
casional hypovascular  or  necrotic  pheochromocy- 
toma, CT  accuracy  will  remain  high  in  these  cases. ^ 
Extraadrenal  tumors  are  also  well  demonstrated  on 
CT.--^  Local  invasion  or  frank  metastatic  disease 
from  malignant  pheochromocytomas  is  also  better 
shown  with  CT.-- In  addition,  CT  scans  are  well 
suited  for  evaluating  the  postoperative  pheochro- 
mocytoma patient  for  recurrent  disease.'* 

Angiography  maintains  a role  in  the  evaluation 
of  some  pheochromocytoma  patients.  For  instance, 
angiography  is  performed  in  those  patients  in  whom 
the  clinical  suspicion  for  pheochromocytoma  is  high, 
but  the  CT  scan  has  been  unsuccessful  in  localizing 
the  tumor.’  In  addition,  angiography  may  be  helpful 
in  evaluation  of  the  renal  arteries  in  some  pheo- 
chromocytoma patients  since  there  is  an  increased 
incidence  of  renal  artery  stenosis  in  these  patients.’ 
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Figure  3 A.  Malignant  pheochromocytoma  (arrow) 
arising  from  left  adrenal  gland. 


Figure  3B.  Osteolytic  lesions  to  sacrum  and  pelvis  due 
to  metastatic  pheochromocytoma  in  same  patient  (biopsy 
confirmed). 


Other  newer  radiographic  imaging  modalities  will 
certainly  have  a competing  or  complimentary  role 
with  CT  in  the  evaluation  of  pheochromocytoma 
patients.  The  use  of  1-131  MIBG  scintigraphy  shows 
promise  in  the  detection  of  this  tumor,  expecially 


in  individuals  suspected  of  having  recurrent  or  met- 
astatic disease."  Magnetic  resonance  imaging  (MRI) 
is  also  proving  sensitive  in  the  detection  of  adrenal 
masses.'^  However,  CT  remains  a sensitive  exam- 
ination in  the  detection  of  these  lesions,  and  it  is 
currently  more  accessible  to  the  general  patient  pop- 
ulation than  these  newer  modalities. 

Summary 

Herein,  we  have  described  our  experience  with 
CT  and  pheochromocytomas  arising  from  the  ad- 
renal gland  over  a recent  six  year  period.  In  all  of 
our  patients  who  underwent  CT  scanning,  locali- 
zation of  the  tumor  was  successful.  CT  remains  an 
accurate  means  for  localization  of  adrenal  pheo- 
chromocytomas. ★★★ 

2500  North  State  Street  (39216) 
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Take  Action  Now 

Once  again,  medical  care  for  the  elderly  is  being  attacked  in  order  to  reduce 
the  federal  deficit  perpetuated  by  an  unfettered  bureaucracy.  The  architects  of 
the  policy  that  produced  the  deficit  are  a group  of  democratically  elected  politicians 
whose  greatest  talent  is  that  of  being  relected  by  using  various  scapegoats  to 
blame  for  grossly  poor  management  policies. 

Tied  to  a committee  budget  package  that  calls  for  about  one  billion  dollars  in 
physician  spending  curbs,  and  with  Republican  assistance,  the  Democratically 
led  House  Ways  and  Means  health  subcommittee  had  endorsed  a controversial 
proposal  to  tie  future  Medicare  fee  updates  for  our  professional  services  to  gov- 
ernment-set spending  targets. 

These  expenditure  targets  (ET)  are  the  most  onerous  aspect  of  a three-pronged 
physician  payment  reform  plan  that  also  calls  for  new  Medicare  fee  schedule 
(RBRVS)  and  limits  on  balanced  billing. 

The  Physician  Payment  Review  Commission,  which  is  responsible  for  making 
recommendations  to  Congress  concerning  physician  reimbursement  under  Med- 
icare, has  endorsed  the  spending  target  concept. 

Organized  medicine,  which  has  endorsed  the  Resource  Based  Relative  Value 
Scale  as  the  fairest  and  potentially  most  promising  concept  for  physician  fee 
payment  schedule  reform,  considers  the  expenditure  targets  to  be  explicit  rationing 
of  care.  As  a natural  consequence  of  rationing,  medical  care  quality  and  access 
issues  will  come  to  the  forefront  and  the  deterioration  of  these  two  aspects  of 
medical  care  will  follow.  When  quality  and  access  decline,  it  takes  no  superior 
intellect  or  unique  imagination  to  realize  who  will  be  blamed. 

A very  prestigious  panel  that  is  independent  and  multidisciplinary  was  com- 
missioned by  the  Harvard  Community  Health  Plan  to  advise  their  half-million 
enrollees  on  future  policies  of  the  Plan.  After  three  years  of  study,  the  panel 
recently  stated  that  physicians  should  not  be  forced  to  bear  the  responsibility  for 
rationing  care  to  control  costs. 

If  you,  as  Mississippi  physicians,  think  that  the  concept  of  expenditure  targets 
is  correct  in  principle,  and  that  they  will  be  workable  and  fair  in  your  practice, 
and  that  the  government  should  establish  these  targets,  then  I suggest  that  you 

{Continued  on  page  216) 
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The  Big  Brown  Bag 

Prominently  placed  on  the  front  page  of  our  clin- 
ic's bimonthly  newsletter  is  a note  that  says  to  the 
patient  “Sack  up  all  your  medicine  and  bring  it  with 
you  each  time  you  come.”  Sure,  we  get  a lot  of 
brown  paper  bags.  We  also  get  a lot  of  plastic  bags, 
empty  CoolWhip  containers,  plastic  freezer  boxes, 
empty  bread  loaf  bags,  and  every  other  kind  of 
imaginable  medicine  container.  (It  reminds  me  of 
the  collection  of  urine  specimen  containers  I had 
before  I built  the  new  office  ...  all  the  way  from 
perfume  bottles  to  empty  whiskey  jugs.) 

Little  by  little  after  years  of  preaching,  my  pa- 
tients are  finally  bringing  their  medicine  in  each 
time  they  come  . . . well,  most  of  them.  I am  still 
working  on  the  hold-outs  ...  I give  them  a real 
disappointed  look  when  I ask  them  and  find  that 
they  forgot  to  bring  their  medicine.  Conversely,  I 
brag  on  those  who  bring  them  and  tell  them  how 
much  it  helps  me  with  their  care.  I also  explain  that 
I am  not  absent-minded;  it  is  simply  that  I like  to 
know  exactly  what  they  are  taking.  Why?  Because 
I have  found,  just  as  you  have,  that  they  are  often 
not  taking  what  we  think  they  are  taking  and  not 
what  is  written  on  their  charts. 

Oftentimes  I find  that  my  patient  is;  (1)  taking 
last  year’s  Digoxin  with  this  year’s  prescription  la- 
beled Lanoxin;  (2)  still  taking  the  emergency  room 
physician’s  medication  for  an  intercurrent  illness 
along  with  mine  long  after  the  intercurrent  illness 
is  over;  (3)  doctor-shopping  and  therefore  has  sev- 
eral sedatives  and  analgesics  from  different  doctors 
and  different  pharmacies;  (4)  not  taking  any  of  the 
very  necessary  medicine  as  evidenced  by  the  bottle 
being  still  full;  (5)  taking  a medication  substituted 
by  the  pharamacist  that  is  not  even  close  to  what  I 
had  prescribed;  and  (6)  is  taking  a multitude  of  over- 
the-counter  drugs  that  I was  not  aware  of.  One  of 
the  main  reasons  I do  this  is  because  it  gives  me  a 
chance  to  write  down  each  medicine  on  my  chart; 


evaluate  the  patient  to  see  if  he  still  needs  the  med- 
icine; go  over  with  him  how  to  take  it;  and  let  him 
know  whether  to  refill  it  or  not. 

The  fastest  growing  segment  of  our  population  is 
the  over-65  years  of  age  group.  This  group  has  the 
highest  potential  for  drug  abuse  through  polyphar- 
macy, as  well  as  their  being  notorious  for  this  non- 
compliance,  hence  the  brown  bag  has  helped  me 
help  my  patient;  has  gotten  him  involved  in  his  own 
health;  and  lets  him  know  that  I really  do  care  about 
him  and  am  interested  in  my  medication  doing  the 
most  it  can  to  help  him  deal  with  his  illness. 

Thank  God  I am  a physician  in  this  strange  world 
of  Big  Brown  Bags. 

Joe  Johnston,  M.D. 

Associate  Editor 


COMMENT 


Was  ^^Amalgamate" 

The  Correct  Word? 

(Editor’ s Note:  These  were  the  remarks  of  Dr. 
Craig,  presented  as  vice-speaker  of  the  House  of 
Delegates,  at  the  concluding  session,  June  4,  1989.) 

At  our  recent  Annual  Session  objection  was  raised 
to  the  use  of  the  word  “almagamate”  in  the  process 
of  discussion  of  common  interests  and  projects  of 
the  various  organizations  to  which  Mississippi  phy- 
sicians belong.  The  narrow  definition  of  the  word 
was  taken  to  mean  “merge”  or  “combine.”  It  can 
also  mean  “unite”  or  “join  together.” 

An  amalgam  is  a combination  of  two  or  more 
elements  that  undergo  a physical  rather  than  a chem- 
ical change,  so  that  the  different  elements  that  make 
up  an  amalgam  can  be  separated  into  their  parts 
without  change.  An  amalgam  is  soft  and  brittle  at 
first,  but  with  time  becomes  strong  and  durable. 
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COMMENT/Continued 

The  process  of  amalgamation  is  used  by  the  mining 
industry  — things  (gold,  silver  and  other  metals) 
that  are  precious  and  cannot  be  recovered  any  other 
way.  No  heat  is  created  by  the  process  of  amalgation 
and  little,  if  any,  is  required  to  form  an  amalgam; 
certainly  not  as  much  as  would  be  required  to  melt 
down  and  reform. 

Only  time,  discussion,  and  the  reestablishment 
of  trust  and  relationships  will  prove  the  wisdom  of 
the  creation  of  a single  body  of  these  organizations; 
but  I feel  it  is  in  the  best  interest  of  Mississippi 
physicians  that  we  try. 

Maybe  we  should  have  used  “amalgamate”  after 
all! 


H.  Vann  Craig,  M.D. 
Natchez,  MS 


PRESIDENT'S  PAGE 

(Continued  from  page  214) 

do  nothing.  However,  if  you  do  not  endorse  the  idea 
of  expenditure  targets  that  will  cap  payments  for 
physicians’  services,  then  speak  out  now  — not  day 
after  tomorrow,  not  next  week,  not  next  month, 
but  right  away.  Sit  down  and  write  your  congress- 
man today  or  send  a telephone  message. 

If  you  would  like  specific  ammunition  to  convey 
organized  medicine’s  viewpoint,  then  refer  to  your 
last  several  issues  of  “AM  News”  or  contact  your 
State  Medical  Association  for  information  that  you 
can  utilize  in  contacting  your  congressional  dele- 
gation. 

On  this  page  is  a listing  of  your  congressional 
delegation  telephone  numbers  and  official  ad- 
dresses. 

Those  who  are  truly  interested  in  quality  health 
care  will  act  today.  - 


MISSISSIPPI'S  CONGRESSIONAL  DELEGATION 


Senate 

Trent  Lott 

730  Hart  Senate  Office  Bldg., 
Washington,  DC  20510 

(202)224-6253 

Thad  Cochran 

326  Russell  Senate  Office  Bldg. 
Washington,  DC  20510 

(202)224-5054 

House  of  Representatives 

Jamie  L.  Whitten 

2314  Rayburn  House  Office  Bldg. 
Washington,  DC  20515 

(202)225-4306 

Mike  Espy 

216  Cannon  House  Office  Bldg. 
Washington,  DC  20515 

(202)225-5876 

G.V.  (Sonny)  Montgomery 

2184  Rayburn  House  Office  Bldg. 
Washington,  DC  20515 

(202)225-5031 

Mike  Parker 

1725  Longworth  House  Office  Bldg. 
Washington,  DC  20515 

(202)225-5865 

Larkin  Smith 

516  Cannon  House  Office  Bldg. 
Washington,  DC  20515 

(202)225-5772 
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SPECIAL  ARTICLE 


Dr.  Hill  Installed  as  MSMA  President; 
Dr.  Nix  Named  President-Elect 


Dr.  J.  Ed  Hill  of  Hollandale  was  inaugurated 
1989-90  president  of  the  MSMA  at  the  closing  meet- 
ing of  the  121st  Annual  Session  held  in  Biloxi  in 
June.  He  succeeds  Dr.  David  R.  Steckler  of  Natchez. 
Dr.  J.  Elmer  Nix  of  Jackson  was  named  president- 
elect. 

The  new  MSMA  president  has  served  as  presi- 
dent-elect and  as  chairman  of  the  Board  of  Trustees. 
He  currently  serves  as  MSMA  delegate  to  the  Amer- 
ican Medical  Association,  and  is  a Councilor  for 
Southern  Medical  Association.  He  is  a past  presi- 
dent of  the  Mississippi  Academy  of  Family  Physi- 
cians and  of  the  American  Heart  Association,  Mis- 
sissippi Affiliate.  He  recently  served  as  chairman 
of  Mississippi’s  Health  Education  Curriculum  De- 
velopment Committee.  In  1987  he  received  the 
MSMA  Community  Service  Award. 

Dr.  Nix,  the  new  president-elect,  has  served  as 
MSMA’s  secretary-treasurer.  He  currently  is  serv- 
ing as  an  MSMA  delegate  to  AMA,  and  is  secretary 


Dr.  Hill,  left,  repeats  the  oath  of  office  as  MSMA 
president.  The  oath  was  administered  by  Dr.  David  Owen, 
center,  chairman  of  the  Board  of  Trustees,  and  Charles 
Mathews,  MSMA  executive  director. 


of  the  Board  of  Councilors  for  the  American  Acad- 
emy of  Orthopaedic  Surgeons  (A AOS).  He  is  a 
member  of  Southern  Orthopaedic  Association,  the 
Mid-America  Orthopaedic  Association  and  the 
Clinical  Orthopaedic  Society.  He  is  past  president 
of  the  North  American  Spine  Society,  the  Missis- 
sippi Orthopaedic  Society,  and  the  Mississippi  Ar- 
thritis Foundation. 

Some  700  physicians,  spouses  and  guests  regis- 
tered for  the  five-day  session,  which  featured  a full 
program  of  scientific,  business  and  fellowship  ac- 
tivities. 

Among  special  guests  was  Dr.  Robert  McAfee, 
member  of  the  AMA  Board  of  Trustees,  who  ad- 
dressed the  House  of  Delegates  and  delivered  the 
James  Grant  Thompson  Memorial  Lecture. 

In  addition  to  electing  new  officers,  the  House 
of  Delegates  took  action  on  reports  and  resolutions 
concerning  health  care  in  Mississippi.  A summary 
of  House  actions  appears  on  page  225  of  this  issue. 


Following  his  installation  as  1989-90  president  of  the 
MSMA,  Dr.  Hill  was  pictured  with  president-elect  Dr. 
Elmer  Nix,  center,  and  immediate  past  president  Dr. 
David  Steckler,  right. 
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President  Steckler  addressed  the  House  of  Delegates 
at  its  Thursday  morning  session. 


Dr.  Hill,  left,  presented  the  James  Grant  Thompson 
Past  President's  Pin  to  Dr.  Steckler. 


Dr.  Richard  Rushing,  left,  received  the  Robert  S. 
Caldwell  Memorial  Award  presented  by  Medical  Assur- 
ance Company  of  Mississippi.  Presenting  the  award  was 
Dr.  Lamar  Weems,  chairman  of  MACM’s  Caldwell  Award 
Committee. 


Dr.  Steckler  presented  a check  for  $29,157.70  in  AMA- 
ERF  contributions  to  Dr.  Norman  Nelson,  dean  of  the 
University’  of  Mississippi  School  of  Medicine. 


Dr.  Thomas  Gandy  of  Natchez,  left,  received  the  MSMA 
Community  Service  Award,  presented  by  Dr.  Steckler. 


218 


JOURNAL  MSMA 


Elections  Highlight 
House  of  Delegates  Sessions 

Delegates  to  the  121st  Annual  Session  named  Dr. 
J.  Elmer  Nix  of  Jackson  as  MSMA’s  1989-90  pres- 
ident-elect, and  elected  Dr.  Eric  E.  Lindstrom  of 
Laurel  to  fill  one  of  three  vice-presidential  posts. 
Dr.  Don  Q.  Mitchell  of  Jackson  was  elected  to  an- 
other term  as  secretary-treasurer. 

Re-elected  to  posts  on  the  Board  of  Trustees  were; 
Drs.  Stanley  Hartness  of  Kosciusko,  John  Paul  Lee 
of  Forest,  and  Stanley  A.  Wade  of  Meridian.  Drs. 
Myron  Lockey  of  Jackson  and  Joe  Johnston  of  Mt. 
Olive  were  re-elected  as  editor  and  associate  editor, 
respectively,  of  Journal  MSMA. 

Several  members  of  MSMA’s  delegation  to  the 
AM  A were  re-elected  to  serve  new  terms.  Returning 
as  delegates  are:  Drs.  Carl  Evers  of  Jackson,  Ed 
Hill  of  Hollandale,  and  James  C.  Waites  of  Laurel. 
Returning  as  alternate  delegates  to  the  AM  A are: 
Drs.  Mai  G.  Morgan  of  Natchez  and  William  C. 
Gates  of  Columbus.  In  addition.  Dr.  George  E. 
McGee  of  Hattiesburg  was  named  alternate  delegate 
to  AMA. 

Elected  to  fill  vacancies  on  Councils  were:  Drs. 
David  Owen  of  Hattiesburg,  Council  on  Budget  and 
Finance,  and  Dr.  Jack  Evans  of  Laurel,  Constitution 
and  Bylaws.  Named  to  the  Judicial  Council  were: 
Drs.  Edwin  Egger  of  Greenville  and  Nell  C.  Moore 
of  Tupelo.  Elected  to  serve  on  the  Council  on  Leg- 
islation were:  Drs.  Shelby  Howell  of  Clarksdale, 
L.  C.  Henson  of  Kilmichael,  and  Steve  Parvin  of 
Starkville. 

Drs.  Eric  McVey  of  Jackson  and  Stephen  Tartt 
of  Meridian  were  named  to  the  Council  on  Medical 
Education,  and  Drs.  Joel  G.  Payne  of  Jackson  and 
T.  Keith  Everett  of  Meridian  were  elected  to  the 
Council  on  Medical  Service.  Drs.  Stanley  Hartness 
of  Kosciusko  and  Dr.  Kelley  Segars  of  luka  were 
named  to  the  Council  on  Public  Information. 


Board  of  Trustees 
Elects  New  Officers 

Dr.  David  M.  Owen  of  Hattiesburg  was  elected 
to  a second  term  as  chairman  of  the  MSMA  Board 
of  Trustees  during  the  board’s  meeting  June  4 in 
Biloxi.  Dr.  Lee  Rogers  of  Tupelo  was  named  vice- 
chairman  and  Dr.  Fred  McMillan  of  Jackson  was 
elected  secretary. 

Other  members  of  the  board  are;  Drs.  Mai  Mor- 
gan of  Natchez,  Stanley  Wade  of  Meridian,  Stanley 
Hartness  of  Kosciusko,  John  Paul  Lee  of  Forest, 
David  Clippinger  of  Gulfport,  and  Walter  Rose  of 


Dr.  Robert  McAfee,  member  of  the  AMA  Board  of 
Trustees,  spoke  to  the  House  of  Delegates. 


Mrs.  D.P.  (Ruth)  Smith,  MSMA  Auxiliary  President, 
described  auxiliary  activities  in  her  report  to  the  House 
of  Delegates. 


Indianola.  Also  meeting  with  the  board  are:  Drs. 
Ed  Hill,  president;  Elmer  Nix,  president-elect;  and 
David  Steckler,  immediate  past  president. 
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Pictured  at  a brealrfast  honoring  MSMA  Past  Presidents  are:  seated,  left  to  right,  Dr.  Rod  Jenkins,  Dr.  David 
Steckler,  and  Dr.  Sidney  Graves.  Standing,  left  to  right,  are:  Dr.  Carl  Evers,  Dr.  Ralph  Brock,  Dr.  Gerald  Gable, 
Dr.  Lamar  Weems,  Dr.  Paul  Moore,  Dr.  Joe  Burnett,  Dr.  James  Royals,  Dr.  Swink  Hicks,  Dr.  J.  T.  Davis,  and  Dr. 
Joe  Rogers. 


Members  of  the  House  of  Delegates  study  resolutions  presented  for  action. 
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Members  of  the  Fifty  Year  Club  attended  a breakfast  in  their  honor.  Seated,  from  left,  are:  Dr.  Alex  Baines,  Dr. 
Rod  Jenkins,  Dr.  J.  Gordon  Dees,  and  Dr.  J.  T.  Davis.  Standing,  from  left,  are:  Dr.  Moncure  Dabney,  Dr.  O.  P. 
Stone,  Dr.  James  Fisackerly,  Dr.  Warren  Jones,  and  Dr.  Robert  Blount. 


Members  of  the  House  of  Delegates  at  work. 
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Jackson  attorney  George  Evans  spoke 
to  the  Hospital  Medical  Staff  Section.  He 
described  changes  in  hospital  medical  staff 
law. 


Following  his  address  to  the  Young 
Physicians  Section,  Rep.  EdBuelow,  left, 
spoke  with  Dr.  Eric  Baumgartner. 


Dr . J.  T.  Davis,  left,  and  Dr.  Gerald 
Gable  were  among  MSMA  members  at- 
tending the  Technical  Exhibit. 


Dr.  Jimmy  Waites,  left,  presided  as  speaker  of  the  House  of  Dele- 
gates. He  was  assisted  by  Dr.  Vann  Craig,  vice-speaker.  At  right  are 
Dr.  David  Owen,  chairman  of  the  board,  and  Dr.  Steckler,  1988-89 
president. 


Above,  member  of  Reference  Committee  A study  reports  and  reso- 
lutions before  them.  From  left  are  Dr.  John  Bower,  Dr.  Bill  Godfrey, 
and  Dr.  Joe  Burnett.  Pictured  below  are  members  of  Reference  Com- 
mittee B.  From  left  are  Dr.  Tim  Alford,  Dr.  Elmo  P.  Gabbert,  and  Dr. 
Ray  Lyle. 
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MSMA 

Auxiliary 


Nancy  Lindstrom,  center  front,  is 
1989-90  MSMA  Auxiliary  Presi- 
dent. With  her,  from  left,  are:  Beth 
Hartness,  treasurer;  Merrell  Rog- 
ers, president-elect;  Peggy  Craw- 
ford, recording  secretary;  Peggy 
Hoover,  fourth  vice  president; 
Kathy  Carmichael,  second  vice 
president;  Sylvia  Walker,  first  vice 
president;  and  Karen  Stephens,  third 
vice  president. 


Past  Presidents  of  the  MSMA  Auxiliary  met  for  their  annual  breakfast  during  the  Annual  Session.  Seated,  left  to 
right,  are:  Ruth  Smith,  immediate  past  president;  Barbara  Ross;  Jo  Waites;  Peggie  Herrington;  and  Nancy  Lindstrom, 
current  president.  Standing,  left  to  right,  are:  Carolyn  Rogers;  Jane  Preston;  Dottie  Estes;  Jean  Hill;  Martha  Tatum; 
Barbara  Blanton;  Nancy  Martin,  Beth  Hartness;  Opal  Dees;  Dee  Gaddy;  and  Martha  Clippinger. 
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Dr.  L.  C.  Henson  comments  on 
a matter  before  the  House. 


Dr.  Alfio  Rausa  makes  a state- 
ment to  the  House  of  Delegates 


Dr.  Joe  Mitchell  discusses  a re- 
port under  consideration. 


Members  of  the  House  of  Delegates  prepare  to  mark  their  ballots. 
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121st  Annual  Session, 
May  31 -June  4,  1989 

HOUSE  OF  DELEGATES  HANDLES  BUSY  AGENDA 


The  House  of  Delegates  of  the  Mississippi  State  Medical  Association  handled  a busy  agenda 
of  reports  and  resolutions  at  the  121st  Annual  Session,  held  in  Biloxi. 

The  House  of  Delegates  took  these  major  actions; 

• Approved  the  formation  of  a Coordinating  Committee  for  Organized  Medicine  in  Mis- 
sissippi (i.e.,  MSMA,  the  MS  Foundation  for  Medical  Care  and  the  Medical  Assurance  Company 
of  MS). 

• Removed  a requirement  in  the  MSMA  by-laws  that  unified  membership  with  the  AMA 
cease  after  1989. 

• Established  an  Environmental  Protection  Committee  to  address  environmental  and  waste 
disposal  issues. 

• Urged  the  AMA  to  assume  a leadership  role  in  developing  methods  to  lower  the  cost  of 
medical  care  which  would  be  disseminated  to  the  membership  as  continuing  medical  education. 

• Requested  MACM  to  advise  on  the  potential  effect  of  various  tort  reform  measures  on 
premium  rates. 

• Urged  continued  efforts  to  expand  programs  to  care  for  the  medically  needy  and  uninsured, 
and  urged  the  membership  to  participate  in  Medicaid  and  the  association’s  Senior  Care  Program. 

• Endorsed  the  appointment  of  specialty  panels  to  advise  on  medical  quality  and  utilization 

issues. 

• Adopted  a recommended  format  for  visits  of  the  MSMA  president  to  component  societies. 

• Urged  a study  of  the  effectiveness  of  legislation  to  regulate  entities  performing  utilization 

review. 

• Approved  criteria  for  establishment  of  a media  awards  program. 

• Endorsed  the  association’s  working  with  other  concerned  organizations  to  stop  the  use  of 
tobacco,  and  urged  the  Mississippi  Department  of  Health  to  restrict  the  use  of  tobacco  in  health 
care  facilities. 

• Directed  the  association  to  join  the  Mississippi  Department  of  Health  in  a program  to 
reduce  accidental  injuries. 

• Urged  regulation  of  tanning  parlors. 

• Restated  support  for  adequate  funding  of  the  office  of  State  Medical  Examiner. 

• Urged  a study  of  legislation  to  define  qualifications  of  expert  witnesses. 

• Endorsed  efforts  of  the  Council  on  Medical  Service  to  serve  as  a resource  for  development 
of  local  ethics  panels. 

• Urged  blood  services  organizations  in  Mississippi  to  form  an  advisory  committee  composed 
of  MSMA  and  MS  Hospital  Association  representatives. 

• Directed  a study  of  hearing  screening  policies  of  the  Mississippi  State  Department  of 
Health  by  the  association’s  specialty  panels  on  EENT,  pediatrics  and  family  practice. 

• Urged  the  AMA  to  seek  repeal  of  federal  legislation  requiring  nursing  home  patients  to 
be  screened  for  mental  illness  and  mental  retardation. 

• Presented  checks  totalling  over  $29,000  to  the  University  of  Mississippi  School  of  Med- 
icine. The  gifts  represent  unrestricted  and  medical  education  AMA-ERF  contributions  by  Mississippi 
physicians  and  spouses. 
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1 21st  Annual  Session  Continued 


Serving  on  Reference  Committees  of  the  House  were: 


Reference  Committee  on  Rules  and  Order  of 
Business 

C.  R.  Jenkins,  M.D.,  Chairman 
Eric  T.  Baumgartner,  M.D. 

James  O.  Stephens,  M.D. 

Reference  Committee  A (Reports  of  Officers, 
Board  of  Trustees  and  Councils) 

Hugh  A.  Gamble,  II,  M.D.,  Chairman 
John  D.  Bower,  M.D. 

W.  Joseph  Burnett,  M.D. 

William  E.  Godfrey,  M.D. 

Frank  G.  Martin,  M.D. 

Reference  Committee  B (Reports  of  Officers, 
Board  of  Trustees  and  Councils) 

John  R.  Shell,  M.D.,  Chairman 
Elmo  P.  Gabbert,  M.D. 

R.  Ray  Lyle,  M.D. 

Timothy  J.  Alford,  M.D. 


Credentials  Committee 

Don  Q.  Mitchell,  M.D.,  Chairman 
J.  T.  Davis,  M.D. 

Barry  Holcomb,  M.D. 

Reference  Committee  on  Constitution  and  Bylaws 

Max  L.  Pharr,  M.D.,  Chairman 
Dayton  E.  Whites,  M.D. 

Eric  E.  Lindstrom,  M.D. 

Nominating  Committee 

Mai  G.  Morgan,  M.D.,  Chairman 
Ed  Hemness,  M.D. 

William  B.  Hunt,  M.D. 

T.  Steve  Parvin,  M.D. 

Julian  C.  Henderson,  M.D. 

Dewitt  Crawford,  M.D. 

Eric  Lindstrom,  M.D. 

Roy  D.  Duncan,  M.D. 


122nd  Annual  Session 
May  30-June  3,  1990 
Jackson,  MS 
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Dr.  Max  Pharr  presented  the  re- 
port of  the  Reference  Committee  on 
Constitution  and  Bylaws. 


Dr.  Hugh  Gamble,  II,  served  as 
chairman  of  Reference  Committee 
A. 


\ 

royaU  ^ 
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Dr.  John  Shell  served  as  chair- 
man of  Reference  Committee  B. 


Members  of  the  House  of  Delegates  mark  their  ballots. 
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President's 

Reception 


Dr.  and  Mrs.  Sleekier  greeted  MSMA 
members  and  guests  attending  the  Presi- 
dent's Reception  at  Gulf  Marine  State 
Park. 


Among  those  enjoying  the  President’s 
Reception  were,  from  left:  Dr.  Don  Mitch- 
ell, MSMA  secretary-treasurer;  Dr.  Joe 
Burnett,  past  president;  and  Dr.  Gerald 
Gable,  past  president. 


Pictured  at  the  seaquarium  at  Gulf  Marine  State  Park  were,  from 
left;  Dr.  W.  Bernard  Hunt,  Dr.  Swink  Hicks,  Dr.  Ralph  Brock,  and 
Dr.  J . Edward  Hill. 


Dr.  Eric  Lindstrom  and  his  wife,  Nancy,  were  among  those  enjoying 
the  seafood  buffet  at  the  President's  Reception. 


Dr.  and  Mrs.  George  Ball,  left,  were  pictured  as  they  spoke  with 
Mr.  and  Mrs.  Alvis  Hunt  of  Trustmark,  sponsors  of  the  President’s 
Reception. 
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"Swamp  Party" 


Enjoying  the  costumes,  music  and  bujfet  were  these 
“Swamp  Party’’  guests.  From  left  are  Dr.  and  Mrs. 
Austin  Boggan  and  Dr.  James  O.  Stephens. 


Dr.  Stanley  H artness  captured  first  prize  in  the  “Swamp 
Party’’  costume  contest.  Some  spectators  described  his 
costume  as  typical  of  today’s  physician  — “up  to  part 
of  our  anatomy  in  alligators.” 


Dr.  and  Mrs.  Alex  Baines  won  second  place  in  the 
“Swamp  Party”  costume  competition.  Mrs.  Baines,  with 
her  cap  adorned  with  swamp  critters,  is  pictured  with 
Mary  Strauss,  AMA  Auxiliary  President. 


Even  a red  wig  failed  to  conceal  the  identity  ofMSMA 
Executive  Director  Charles  Mathews,  pictured  here  with 
his  wife,  Phoebe. 
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FAMILY  PlUaKE. 

A REMARMNG  EXPERIENCE  IN 
ARMYMEDKINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^u’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

ARMY  MEDICINE 
144  ELK  PLACE,  SUITE  1514 

I NEW  ORLEANS,  LA  701 1 2-2640 

(504)  522-1871  COLLECT 

ARMYMEDKINE.  BE  AUYOU  CAN  BE. 
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Delegates  mark  their  ballots  during  the  final  session. 


Dr.  Hill  presented  outgoing  president 
(and  gourmet)  Dr.  Steckler  with  a chef  s 
hat  and  favorite  wine. 


Members 


1 

of  the  House  of  Delegates  conclude  their  business. 


Dr.  Hill  and  Dr.  Steckler  model  the 
lobstermen’ s caps  presented  to  them  by 
Dr.  McAfee  of  Portland,  Maine,  who  rep- 
resented the  AM  A at  the  Annual  Session. 


Delegates  pictured  at  the  final  session  of  the  House. 


Dr.  and  Mrs.  Ed  Hill,  pictured  as  they 
begin  a busy  year  as  medical  presidents 
— he  of  the  MSMA  and  Jean  of  the  AM  A 
Auxiliary. 
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You’re 

a Professional. 


You  need  Professional 
Health  Insurance 
Coverage. 


NSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


DEATHS 


David  Sleekier,  Jr.,  was  a trophy  winner  in  the  Annual 
Session’s  Fishing  Rodeo. 


Dr.  David  Richardson,  above,  and  Dr.  Robert  Lott, 
below,  display  trophy-winning  catches  in  the  fishing  ro- 
deo. 


Chustz,  James  A.,  Jackson.  Bom  Erwinville,  LA, 
Feb.  17,  1914;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1937;  interned  and  med- 
icine residency.  Charity  Hospital,  New  Orleans, 
1938-41;  died  May  16,  1989,  age  75. 

Donaldson,  James  B.,  Laurel.  Bom  Rockwood, 
TN,  June  1,  1911;  M.D.,  Vanderbilt  University 
School  of  Medicine,  Nashville,  1939;  interned,  one 
year,  U.S.  Marine  Hospital,  Stapleton,  NY;  EENT 
residency,  U.S.  Marine  Hospital,  Norfolk,  VA,  and 
New  York  and  Louisiana,  1941-42  and  1947-48; 
died  May  16,  1989,  age  77. 

Sutton,  Bruce  M.,  Jackson.  Bom  Chelsea,  MA, 
Jan.  8,  1920;  M.D.,  Tufts  College  Medical  School, 
Boston,  1945;  interned  one  year  U.S.  Naval  Hos- 
pital, Chelsea,  MA;  medicine  residency,  U.S.  Vet- 
eran’s Hospital,  Van  Nuys,  CA,  1946-49  and  Peter 
Bent  Brigham  Hospital,  Boston,  MA;  psychiatric 
residency,  Westborough  and  Worcester  State  Hos- 
pital, Massachusetts;  died  June  5,  1989,  age  69. 


Blake,  Gregory  H.,  Jackson.  Born  Roswell,  NM, 
May  6,  1951;  M.D.,  University  of  Texas  South- 
western Medical  School,  Dallas,  1977;  interned  and 
family  medicine  residency,  Dwight  David  Eisen- 
hower Army  Medical  Center,  Ft.  Gordon,  GA,  1977- 
80;  elected  by  Central  Medical  Society. 

Boswell,  Scott  Hull,  Ackerman.  Bom  Dekalb, 
MS,  Dec.  10,  1955;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1982;  interned 
one  year.  University  of  Arkansas,  Little  Rock; 
elected  by  North  Central  Medical  Society. 

Cling  AN,  Robert  C.,  Vicksburg.  Bom  Canton,  MS, 
Sept.  7,  1937;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1962;  interned  and 
dermatology  residency,  Brooke  General  Hospital, 
San  Antonio,  TX,  1962-63,  1965-66,  and  1967-70; 
elected  by  West  Mississippi  Medical  Society. 

Dudley,  Patricia  L.,  Meridian.  Bom  Lake  Charles, 
LA,  June  28,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1982;  interned  and 
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psychiatric  residency,  Tulane  Medical  Center,  New 
Orleans,  1982-86;  elected  by  East  Mississippi  Med- 
ical Society. 

Hirsch,  David  I. , Hattiesburg.  Bom  Newport,  NH, 
Aug.  2,  1939;  M.D.,  University  of  Vermont  Col- 
lege of  Medicine,  Burlington,  1965;  interned  one 
year,  Denver  General  Hospital,  Denver,  CO;  med- 
icine residency,  St.  Joseph  Hospital,  Denver,  1968- 
72;  nephrology  fellowship.  Cedars  Sinai  Hospital, 
Los  Angeles,  one  year,  and  Wadsworth  V.A.  Hos- 
pital, Los  Angeles,  one  year;  elected  by  South  Mis- 
sissippi Medical  Society. 

Reynolds,  Timothy  J.,  Greenwood.  Bom  New- 
ton, MS,  June  16,  1959;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1984;  in- 
terned and  medicine  residency,  Emory  University, 
Atlanta,  GA,  1984-88;  elected  by  Delta  Medical 
Society. 

Thomas,  Stephen  R.,  Gulfport.  Bom  Denver,  CO, 
April  10,  1938;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1963;  interned  Fitzsim- 
mons General  Hospital,  Denver,  CO,  one  year;  or- 


thopaedic surgery  residency,  Brooke  Army  Medical 
Center,  San  Antonio,  TX,  1966-70;  fellowship,  joint 
replacement,  San  Francisco  Medical  Center,  San 
Francisco,  CA,  1978-79;  elected  by  Coast  Counties 
Medical  Society. 

Tolchin,  Alan  Jeffrey,  Madison.  Bom  New  York, 
NY,  July  23,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1974;  diagnostic  ra- 
diology residency,  Philadelphia,  PA,  1976-77,  Jew- 
ish Hospital  and  Medical  Center,  Brooklyn,  NY, 
1977-79  and  Beth  Israel  Medical  Center,  New  York, 
NY,  1979-80;  elected  by  Central  Medical  Society. 

Undesser,  Eric  Karl,  Jackson.  Bom  Baltimore, 
MD,  April  19,  1953;  M.D.,  University  of  Texas 
Health  Science  Center,  San  Antonio,  1984;  interned 
and  neurology  residency,  same,  1984-88;  elected 
by  Central  Medical  Society. 

Williamson,  Aubrey  Duane,  Jackson.  Born 
Greenville,  MS,  May  19,  1955;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  1984; 
interned  and  anesthesiology  residency.  University 
Medical  Center,  Jackson,  1984-88;  elected  by  Cen- 
tral Medical  Society. 


TOIRO 

INFIRMARY 

CENTER  FOR  CHRONIC  PAIN 
AND  DISABILITY  REHABILITATION 


• Comprehensive  combined  evaluation  • Multi-specialty  team  selection  of 

and  treatment  consultants 

• 4 to  5 week  inpatient  program  • Weekly  reports  and  conferences 

Rehab/medication/emotional  management  • Physical  capacity  and  work  evaluation 

• Preadmission  reviewand  interview  of  all  cases  • Physican  referrals 

• Accredited  by  the  Commission  on  *11  years  Mew  Orleans  experience  with 

Accreditation  of  Rehabilitation  Facilities  1,400  patients 


Referrals/Info 

Jackie  Chauvet  (504)897-8404 


R.H.  Morse,  M.D. 

Medical  Director 
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Thanks  to  Our  Exhibitors 


The  MSMA  expresses  appreciation  to  the  following  exhibitors,  who  participated  in  the  Technical 
Exhibit  during  the  121st  Annual  Session. 


Abbott  Laboratories 
AM  A Advisers,  Inc. 

Automated  Health  Systems,  Inc. 

Ayerst  Pharmaceutical 
Becton  Dickinson  Primary  Care 
Bedsole  Surgical  Supply 
BESCO 
Caremed,  Inc. 

Cartel  Professional  Business  Systems  & 

DCI  Computer  Systems 
Charter  Hospital  of  Jackson 
Charter  Hospital  of  Mobile 
CIBA  Pharmaceutical  Company 
Cothem  Computer  Systems 
DP  Associates,  Inc. 

Doctors  & Nurses  Weight  Control  Centers 
E.R.  Squibb  and  Sons 
Encyclopedia  Britannica  - USA 
Evangeline  Medical  & X-Ray  Dist.,  Inc. 

First  Continental  Leasing  Corp. 

Geigy  Pharmaceutical 
Glaxo  Pharmaceutical 
Health  Care  Suppliers,  Inc. 

Hinds  General  Hospital 
Hoechst-Roussel  Pharmaceutical,  Inc. 

IC  Systems,  Inc. 

Independent  Computer  Service,  Inc. 

Jackson  Recovery  Center 

Janssen  Pharmaceutical  & McNeil  Pharmaceutical 
Jon  Wimbish  and  Associates 
Kelley  Medical  Associates,  Inc. 

Key  Pharmaceuticals 
Knoll  Pharmaceutical 
Lanier  Business  Products 


Medical  Assurance  Company  of  Mississippi 
Medical  Interiors 

Medical  Pathology  Laboratory,  Ltd. 

Merck  Sharp  & Dohme 
Miles  Pharmaceutical 
MS  Army  National  Guard 
MS  Baptist  Medical  Center 
MS  Foundation  for  Medical  Care 
MSMA  Benefit  Plan  and  Trust 
National  Library  of  Medicine 
Orion  Innovative  Systems,  Inc. 

Parke-Davis 
Pfizer  Laboratories 
Poly  Pharmaceutical 
Pri-Med 

Professional  Mutual  Insurance  Co. 

Puckett  Laboratory 
Roche  Biomedical  Labs,  Inc. 

Roche  Labs 

Sampson,  Howard  & Ashcraft 
Seako, Inc. 

Shearson  Lehman  and  Hutton 

Sims,  Prosthetics  & Orthopedic  Appliances 

Skin  Wellness/Mary  Kay 

Smith  Kline  & French  Laboratories 

The  Travelers  Insurance  Company 

The  Trusty  Company,  Inc. 

The  Upjohn  Company 

US  Air  Force  Recruiting  Service 

US  Army  Health  Professional  Support  Agency 

Unifirst  Bank  for  Savings 

Weight  Watchers 

Wismer  Martin 

Woodland  Hills  Hospital 
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Introducing  a new  company 
with  an  arr^  of  services 
for  pt^^sicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  in  formation, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


PERSONALS 


Bruce  Atkinson  of  Jackson  has  been  elected  a 
fellow  of  the  American  College  of  Cardiology. 

Robert  H.  Barnes  of  Natchez  has  been  named 
chairman  of  the  Natchez  Advisory  Board  of  Deposit 
Guaranty  National  Bank. 

Harris  G.  Barrett  of  Pascagoula  has  been  awarded 
a Certificate  of  Added  Qualifications  in  Geriatric 
Medicine  by  the  American  Board  of  Family  Practice 
and  the  American  Board  of  Internal  Medicine. 

William  Beckman  of  Jackson  led  a public  edu- 
cation seminar  on  “The  Effects  of  Diabetes  on 
Mothers  and  Their  Babies.” 

Chris  Benson  of  Hattiesburg  made  a presentation 
on  fibrositis  at  a meeting  of  the  Arthritis  Support 
Group  at  the  Institute  for  Wellness  and  Sports  Med- 
icine. 

Bertin  Chevis  of  Bay  St.  Louis  has  been  recertified 
by  the  American  Academy  of  Family  Physicians. 

Robert  Coltharp  of  Hattiesburg  recently  was  in- 
ducted as  a fellow  of  the  American  Society  for  Head 
and  Neck  Surgery  at  the  society’s  meeting  in  San 
Francisco. 

Stephen  Conerly  of  Hattiesburg  was  speaker  at  a 
lifestyle  enrichment  program  sponsored  by  Forrest 
General  Hospital. 

A.  Dean  Cromartie  of  Hattiesburg  was  speaker  at 
a Women’s  Health  Symposium  sponsored  by  Meth- 
odist Hospital  of  Hattiesburg. 

Richard  J.  Cunningham  has  associated  with  the 
Hattiesburg  Clinic  for  the  practice  of  family  med- 
icine at  Wiggins  Clinic. 

Richard  J.  Field,  Jr.  of  Centreville  spoke  at  Amer- 
ican College  of  Surgeons  meetings  in  Rapid  City, 
North  Dakota  and  Mobile,  Alabama,  and  is  sched- 
uled to  testify  on  rural  health  issues  before  the  Na- 
tional Advisory  Council  on  Rural  Health  in  Wash- 
ington, DC,  with  Dr.  Paul  Ebert,  director  of  the 
American  College  of  Surgeons. 

Jack  Hudson  of  Hattiesburg  spoke  on  hypertension 
at  a public  education  seminar  sponsored  by  Forrest 
General  Hospital. 

Frederick  R.  Hunt  of  Meridian  announces  his  re- 
tirement from  the  practice  of  medicine. 


Joe  Johnston  of  Mt.  Olive,  John  B.  Levens  of 
Bay  St.  Louis,  and  Rodney  Lovitt  of  Petal  have 
completed  continuing  education  requirements  to  re- 
tain membership  in  the  American  Academy  of  Fam- 
ily Physicians. 

Geoffrey  B.  Hartwig  of  Hattiesburg  spoke  at  a 
recent  meeting  of  the  Laurel  Area  Epilepsy  Support 
Group. 

George  Moll  of  UMC  participated  in  a conference 
for  the  Medical  Research  Center  in  Washington, 
DC,  where  he  also  represented  UMC  at  a meeting 
of  the  Southern  Society  for  Pediatric  Research. 

Frank  Morgan  of  Jackson  was  elected  vice-chair- 
man of  the  FLEX  board  at  the  recent  annual  meeting 
of  the  Federation  of  State  Medical  Boards  in  Chi- 
cago. 

Toxey  Morris  of  Hattiesburg  was  speaker  at  a 
Women’s  Health  Symposium  sponsored  by  the 
Methodist  Hospital  of  Hattiesburg. 

Francis  Morrison  of  UMC  attended  the  National 
Blood  Resource  Education  program  in  Arlington, 
Virginia. 
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Shanti  Pandey  of  Fayette  has  completed  contin- 
uing medical  education  requirements  to  retain  mem- 
bership in  the  American  Academy  of  Family  Phy- 
sicians. 

W.  H.  Parker  of  Heidelberg  announces  his  retire- 
ment from  the  practice  of  medicine. 

John  M.  Patterson  of  Pontotoc  has  been  named 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Charles  Pruitt  of  Magee  has  completed  contin- 
uing medical  education  requirements  to  retain  active 
membership  in  the  American  Academy  of  Family 
Physicians. 

Thomas  G.  Puckett  of  Hattiesburg  was  named  a 
diplomate  of  the  American  Board  of  Medical  Man- 
agement during  the  national  conference  of  the 
American  College  of  Physician  Executives. 

Seshadri  Raju  of  UMC  spoke  at  the  Vascular  Ac- 
cess Surgery  — Complications  and  Revisions  meet- 
ing in  Brooklyn,  New  York. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Susan  L.  Robbins  has  associated  with  the  Hatties- 
burg Clinic  for  the  practice  of  pediatrics. 

Julian  F.  Rose  has  associated  with  Internal  Medical 
Associates  in  Meridian  for  the  practice  of  internal 
medicine. 

Henry  Sanders  of  McComb  has  been  appointed 
to  a three-year  term  as  a director  of  the  University 
of  Mississippi  Medical  Alumni  Association. 

Clifford  Seyler  of  Pascagoula  has  been  named 
PTA  Volunteer  of  the  Year,  receiving  the  Oak  Leaf 
Award  presented  by  the  Mississippi  Congress  of 
Parents  and  Teachers. 

John  G.  Shields  of  Ackerman  has  been  named  a 
fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists. 

Gene  Speed  announces  the  opening  of  his  office 
for  the  practice  of  general  and  family  medicine  at 
Doctors  Professional  Office  Building  in  Sardis. 

James  O.  Stephens  of  Magee  has  completed  con- 
tinuing medical  education  requirements  to  retain 
membership  in  the  American  Academy  of  Family 
Physicians. 

David  Temple  of  Jackson  was  speaker  at  a public 
education  seminar  on  diabetes  management  at  Hinds 
General  Hospital. 

Ralph  Vance  of  UMC  has  been  named  chief  of 
staff  at  the  medical  center.  Joe  Files  is  vice  chief 
and  WiNSOR  Morrison  is  secretary. 

Richard  Vise  of  Meridian  presented  a program  for 
the  Lions  Club  of  Quitman. 

Jesse  Williams  of  Columbus  spoke  on  “AIDS  in 
the  Black  Community”  at  the  Youth  Awareness 
Service  of  United  Christian  M.B.  Church. 

Buford  Yerger  of  Jackson  recently  was  named 
Professor  of  the  Year  at  UMC’s  awards  day. 


122nd  Annual  Session 
May  30-June  3,  1990 
in 

Jackson,  MS 
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Third  Quadrennial  Mycobacterial  Disease  Symposium 

The  Natchez  Eola  Hotel 

August  22-23,  1989 

Sponsors: 

Mississippi  State  Department  of  Health 
Tuberculosis  Control  Program 
Mississippi  Lung  Association 
Mississippi  Thoracic  Society 
University  of  Mississippi  Medical  Center 


Registration: 

Pre-Registration  deadline  August  10,  1989 


Symposium  fees 

Pre-Registration 

On-Site 

Physicians 

$75 

$90 

Nurses,  Fellows,  & 

Residents 

$50 

$65 

Others 

$45 

$55 

Refund  Policy: 

Requests  for  refunds  must  be  made  in  writing  and  received  in 
the  Tuberculosis  Program  office  on  or  before  August  15, 
1989. 

A $25  handling  fee  will  be  withheld  from  refunds. 

Continuing  Medical  Education  Credit: 

As  an  organization  accredited  for  Continuing  Medical 
Education,  the  University  of  Mississippi  School  of  Medicine 
designates  this  continuing  medical  education  activity  as 
meeting  the  criteria  for  11.25  credit  hours  in  Category  1 of 
the  Physician's  Recognition  Award  of  the  American  Medical 
AssociaHon,  provided  it  is  completed  as  designed.  The 
University  of  Mississippi  Medical  Center  Division  of 
Continuing  Hetdth  Professional  Education  will  award  1.1 
continuing  education  units  (CEU)  to  all  registrants  completing 
the  workshop. 

Nursing:  15.0  contact  hours  of  continuing  nursing  education 
have  been  approved  by  the  Mississippi  Nurses  Association. 


Overnight  Accommodations: 

Special  rates  of  $33  for  a single  or  double  room  are  available 
for  symposium  participants.  Ask  for  the  Tuberculosis 
Program's  room  block  to  qualify  for  the  special  rate.  This 
special  rate  has  been  extended  by  the  Natchez  Eola  to  include 
the  dates  of  August  19-27. 

Pre-Registration: 

Name 

Mailing  Address 

Affiliate/Type  practice  

Social  Security  Number 

(required  to  earn  CEU  credit) 


Return  this  form  with  registration  fee  by  August  10  to: 


Tuberculosis  Control 

Mississippi  State  Department  of  Health 

P.O.  Box  1700 

Jackson,  Mississippi  39215-1700 
For  information  call  601/960-7700. 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Medico-Legal  Brief 

State  Not  Liable  For  Releasing  Patient  Who 
Later  Shot  Victims 

The  state  and  state  mental  health  professionals 
were  immune  from  liability  for  recommending  un- 
conditional release  of  a patient  who  later  shot  sev- 
eral people,  a Washington  appellate  court  ruled. 

In  May  1971,  the  patient  was  committed  to  a 
state  hospital  as  a criminally  insane  person  after 
acquittal  of  the  charge  of  second-degree  murder  of 
his  estranged  wife.  On  the  basis  of  recommenda- 
tions by  mental  health  professionals,  the  court  or- 
dered his  conditional  release  in  September  1973.  In 
April  1975,  the  court  entered  a final  unconditional 
discharge  order  releasing  the  patient  when  hospital 
staff  members  recommended  such  release  after  an 
evaluation. 

The  patient  subsequently  became  engaged.  In  De- 
cember 1985,  his  fiancee  broke  off  the  engagement. 
In  January  1986,  the  patient  entered  the  place  where 
the  women  worked  and  resided.  He  shot  and  killed 
her  and  another  woman  and  wounded  two  other 
people. 


In  an  action  against  the  state  and  several  mental 
health  professionals,  it  was  alleged  that  they  were 
liable  for  the  shooting  incident.  The  trial  court  dis- 
missed the  complaint. 

On  appeal,  it  was  contended  that  in  enacting  the 
applicable  law,  the  legislature  intended  to  impose 
liability  on  state  employees  to  protect  identifiable 
victims  from  violent  behavior  by  mental  patients. 
However,  the  court  pointed  out  that  no  evidence 
was  offered  that  the  statute  was  intended  to  apply 
to  procedures  affecting  patients  who  had  been  crim- 
inally committed. 

The  court  said  that  mental  health  providers  ap- 
pointed by  a court  to  give  an  advisory  opinion  on 
a criminal  defendant’s  mental  condition  were  acting 
as  an  arm  of  the  court  and  protected  by  absolute 
judicial  immunity.  In  the  present  case,  the  profes- 
sionals were  appointed  by  statute  instead  of  directly 
by  the  court.  However,  under  both  sets  of  circum- 
stances the  court  took  the  evaluation  by  the  profes- 
sional under  advisement  but  made  its  own  decision. 
Therefore,  the  court  found  that  the  trial  court  did 
not  err  in  granting  summary  judgment  on  the  basis 
of  judicial  immunity.  — Tobis  v.  State  of  Wash- 
ington, 758  P.2d  534  (Wash.Ct.  of  App.,  Aug.  10, 
1988) 


SALES  - SERVICE  - LEASING 


HARRELD  CHEVY-OLDS 


Call  Toll-free  1-800-451-3908 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

nzabdme  capsules 
Brief  Sumtnarv 

ConiM  dM  packa«e  Irteretin  for  complete  iafornij^ 

Micatioin  aod  Usage:  AxkI  s indicafed  for  up  to  eighi  weeks  for  the  treatment  of 
active  OMHlenal  ulcer.  In  tTKist  patients . ttK  ulcer  wM  heal  withm  four  weeks 
Ax)d  IS  ndicaled  for  maintenance  therapy  for  duodenal  ulcer  paberits  at  a reduced 
dosage  Of  150  mg  h.s.  after  healng  of  an  acove  duodenal  ulcer.  consequences 
of  continuous  therapy  with  And  for  longer  than  one  yev  are  not  known 


Once 


'ifghity 


3Dq 


i:  And  IS  coftramdicated  VI  pahents  with  Imown  hypersensdMty  to 
the  drug  and  should  be  used  with  caution  VI  patients  wrih  hypersensitivity  to  other 
Hrrec^mir  antagonists 

Precartew:fieoe/al-l  Symptomatic  response  to  ncabOne  therapy  does  not 
preclude  the  presence  of  gasbK  malignancy 

2.  Because  rvzatidvie  is  excreted  pnmarify  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  nsuffioency. 

3.  Pharmacokinetic  studies  VI  pabents  with  hepatorenal  syndrome  have  not  been 
done.  Pvt  of  the  dose  of  fuzabdine  IS  metabohzed  VI  the  kver  In  pabenls  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  dispose  of  nzabdne 
1$  Similar  to  that  m nonnal  subjects 

[ Laboralory  Tests  - False-posibve  tests  for  urobibnogen  with  Mutbstoc*  may 
I occur  during  therapy  with  mzabdrie 

I Drug  Intenctwis  ~fio  interactions  have  been  observed  between  And  and 
I theophylline,  chlordiazepoxide,  lorazepam.  Iidocaine.  ph«iy^.  and  warfarin  And 
I does  not  inhibit  the  cytochrome  P-450-liniked  drug-metabolizing  enzyme  system, 
j therefore,  drug  interacbons  mediated  by  inhibition  of  hepabc  metabohsm  are  not 
I expected  to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  ntzabdine.  mg  b.i.d..  was 
administered  concurrenOy. 

Csranogenesis.  Mutagenesis.  Impairment  o!  Fertlity  - A two-year  oral  cv- 
cinogenicrty  study  in  rats  with  doses  as  high  as  500  mg/kgrday  (about  80  bmes  the 
recommended  daily  therapeutic  dose)  showed  no  evidwe  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  ceils  in  the  gastric  oxynbc  mucosa.  In  a two-year  study  VI  mce.  there  was  no 
eviderKe  of  a carcinogenic  effect  in  rnaie  rnice.  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  cornpared  with  placebo  Female 
mice  giwi  the  high  dose  of  Axid  (2.000  mg/kgiday.  about  330  bmes  the  humvi 
dose)  showed  marginally  stabsbcally  signibcant  increases  n hepabc  carcnoma 
and  hepatic  noduiar  hyperplasia  with  no  numerical  increase  seen  VI  any  of  the  Mher 
dose  groups.  ITie  rate  of  hepabc  carcinoma  in  the  high-dose  anvnals  was  withvi  the 
histoncai  conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mtoe  were  given 
a dose  larger  man  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wrm  concurrent  controls  and  evidence  of  mM  bver 
injury  (bvisamviaseelevabons)  The  occurrence  of  a margnalfindvig  at  high  dose 
ority  VI  anvnals  given  an  excessive  and  somewhat  hepatoloxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  niKie  (given  up  to 
360  mgicg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagervoty 
battery  are  not  considered  evidence  of  a carcviogenrc  potertoal  for  And 

Axid  was  not  mutagenic  m a battery  of  tests  performed  to  evakiale  its  potential 
genebc  toxioty.  including  bacterial  mutabon  tests,  unscheduled  DNA  syrtot^. 
sister  chromed  excharige,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a rmcronucleus  tost 

In  a two-generabon.  perinatal  and  postnatal  ferbkty  stody  vi  rats,  doses  of 
nizabdine  up  to  650  mg/kg^day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
PregnatKy -TeratogenKEffeas-Pregn^  Category  C-Or^regippucbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  BeRed  rabbits 
aldoses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  vnpavedferbbty  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  deprossed  febi 
weights.  On  vvravenous  admimstrabon  to  pregnant  New  Zealand  white  rabbits, 
nizabdine  at  20  mg^  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  ri  one  fetus  and  at  50  it  produced  venincuiar 
anorn^,  distended  abdornen.  spina  bifklA  hydrocephaly,  arto  enlai^  heart  in  one 
fetos.  There  are.  however,  no  adequate  and  well-controlled  studies  m pregrbu 
women.Risalsonofknownwhe1hernizabdinecancausefetalharmwtienadmm- 
lered  to  a pregnant  woman  or  can  affedreproikicbon  capacity.  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  jusb^  the  potertoal  nsk  to  Bie 
fetus 

Nursing  bothers  ~ Studies  conducted  in  lactabng  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  m human  imlk  vi 
proporbon  to  plasma  concentrations.  C^toon  should  be  exercised  when  admmiS' 
tenng  nizabdine  to  a nursing  mother. 

Pediatnc  Use  - Safety  and  effectiveness  in  chMren  have  not  been  est^ished 

Use  in  Eipeity  Patients  - Ulcer  healvig  rates  vi  elderly  pabents  are  svnVar  to 
those  m younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 


AtfvtfM  Reecbons;  Clncai  tnals  of  mzabdine  viciuded  almost  5.000  pabents 
given  nizabdine  VI  studies  of  varying  dur^wns  Oomedic  placebo-controled  tnals 
vKluded  over  1.900  pabents  given  naabdtne  and  over  1.3()0  given  pixebo  Aniong 
reported  adverse  events  VI  the  domestic  placebo-controRed  trials,  sweatng  (1%  vs 
0 2%).  urbcana  (0.5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group.  A vanety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determvie  whether  these  were  caused  by 
ntzabdine 

NepaPc  - HepaloceHular  vipury.  evidenced  by  elevated  bver  enzyme  tests  (SGOT 
AST],  SGPT  [ALT],  or  alkakne  pfxisphalase).  occurred  m some  pabbits  and  was 

— ^ marted 

.)  and.viasviglenstance. 


Pak  is  available  at  no  extra  cost 


Eli  Lilly  an»ggn>l>»ny 

indianapcdis.  Indlal^'  - 
46285  ■ 


Additional  information  available  to  the 
profession  on  request. 


possibly  or  probably  related  to  mzabdvie  to  some  cases,  there  was  mvkad 
elevabon  of  S(X)T  SbPT  eruymes  (greater  than  500  NJ/L)  a 
SGFT  was  greater  than  2. 00(J  U/L^  overall  rate  of  occurrences  of  elevated  bver 
enzymes  and  elevabons  to  three  bmes  the  upper  hmrt  of  normal,  however,  dvi  not 
signrficantiy  differ  from  the  rate  of  bver  enz^  abnorniabbes  vi  piacebo-tretoed 
pabents.  Al  abnormaltoes  were  reversible  after  discontinuabon  of  Axid 
Carobovascuiar-to  clviKial  pharmacology  studies  short  episodes  of  asymp- 
tomatic venbicular  tachycardia  occurred  vi  two  ndividuats  adnwiistered  Axid  and  to 
three  untreated  sut^ects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  raporttd 
Bndocnne  - Chmcal  pharmacology  studies  and  conbobed  dvitoal  trials  showed 
no  evidence  of  anbandrogeriK  activity  due  to  Axid . Impotence  and  decreased  Kudo 
were  reported  wrlh  equal  freouency  by  patients  wtxi  received  Axid  and  by  those 
grvenplacebo  Rare  reixirts  of  gynecomastia  occurred. 

Hemarolotx  - Fatal  thrombocytoperHa  was  reported  vi  a pabeni  wtw  was 
treated  with  ^ and  another  H^keptor  antagonist  On  previous  occasions,  this 
pabeni  had  experienced  thrombocytopenia  while  taking  other  drugs  Rarecasesof 
thrombocytopervc  purpura  have  been  reported. 

Integurhental -Sweating  and  urbcana  were  reportod  significantly  more  fre- 
quently n mzabdine-  than  m placebo- beared  pabents  Rash  and  eidobatrve  dermab- 
b$  were  also  reported. 

Hypersensitivity  - As  with  othw  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis fobowmgadmristrabon  of  rezabdvie  have  been  reported  Because  cross-sen- 
sibvity  VI  this  class  of  compounds  has  been  observed.  Hr-receptor  antagonists 
should  not  be  admuHstered  to  individuals  with  a fustory  of  previous  hyperserttibvffy 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchosiiasm. 
laryngeal  edema,  rash,  and  eosviophtlia}  have  been  reported 
Of^  - Hyperunceina  unassociated  wVh  gout  a nephrolithiasis  was  reported 
Eosviopfvlia.  fever,  and  nausea  related  to  rcabdvie  adnimsbatMi  have  been 
reported 

Ovtrdosege:  Overdoses  of  Axid  have  been  reported  rarefy.  The  foAowvig  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  anti  Sympkms  - There  is  MOeckntoaieiqienence  with  overdosage  of  And 
to  humans  Test  anvnals  dial  received  large  doses  of  mzabdvie  have  exhtoited 
choknergic-type  effects,  mdudvig  lacnmabon,  salrvabon,  emesis,  mrosts.  and 
durrtiea  Svigie  oral  ctoses  of  800  mgligvi  (togs  and  of  1.200  mj^vi  monkeys 
were  not  leOial  Intravenous  medon  lefhal  doses  vi  the  rat  and  mouse  were  wl 
m^  and  232  mg/kg  respectivefy 

Treatment  -To  oMavi  up-to-date  vdormabon  about  the  treabnent  of  overdose,  a 
good  resource  6 your  cerbfiedregtonalFtotsonConbol  Center  Tetephone  numbers 
of  certtoed  poison  corerol  centers  are  hsted  vi  the  FYKcaris  tesk  Aeterence 
(POfil  to  managvig  oventosage.  consider  (he  possto^  of  nttipk  drug  over- 
doses, vteracbon  arnong  drugs,  and  iviusual  drug  tanebcs  vi  your  pabeni 
If  overdosage  occurs,  use  of  acbvatod  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  dviKalmorvionnQ  and  supporbvetfierapy  Renal  (fealysts  tor 
tour  to  sa  hours  vicreased  plasma  clearance 
PV  2096  AMP 


PLACEMENT  SERVICE 


PHYSICIANS  WANTED 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practice  for  sale.  Established  32  years. 
Retiring  as  soon  as  replacement  is  available.  Patient 
records,  equipment,  and  introduction  free  with  pur- 
chase of  2100  sq.  ft.  clinic  building  and  lot.  Located 
in  Poplarville,  Miss.,  Home  of  Pearl  River  Com- 
munity College,  county  seat,  30-bed  county  hospital 
and  60-bed  nursing  home.  Close  to  Gulf  Coast  and 
New  Orleans.  For  more  details  contact:  W.  F. 
Stringer,  M.D.,  P.  O.  Drawer  33  (207  West  Pearl 
St.)  Poplarville,  MS  39470;  (601)  795-4969  or  795- 
4217. 


Pediatrics  — City  on  Tennessee  state  line  near 
Pickwick  Lake  needs  additional  pediatrician  to  work 
with  pediatricians  and  ob-gyns  on  staff.  Beautiful 
town  near  large  recreational  areas,  excellent  schools, 
strong  diversified  industrial  economy  (including  new 
NASA  advanced  rocket  plant),  and  temperate  cli- 
mate. Good  malpractice  situation,  generous  guar- 
antee and  other  assistance.  Contact  Robert  Barrett, 
Magnolia  Hospital,  Alcorn  Drive,  Corinth,  MS 
38834.  Phone  (601)  286-6961. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


Medical  Director 

The  Mississippi  Department  of  Corrections  is 
seeking  a qualified  medical  doctor  to  serve  as 
Medical  Director  for  the  Medical/Dental  Facility 
at  the  Mississippi  State  Penitentiary,  Parchman, 
Mississippi.  Qualifications  for  the  position  in  ad- 
dition to  a medical  license  include  specialty  train- 
ing in  a primary  care  field.  Salary  range  begins 
at  $85,000.00  PLUS  with  starting  salary  nego- 
tiable depending  on  experience  and  education. 
Attractive  compensation  and  benefit  package. 


CONTACT: 

W.  E.  Steiger 
Hospital  Administrator 
Mississippi  Department  of  Corrections 
P.O.  Box  E 

Parchman,  Mississippi  38738 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Becky  Ruggles 
(ext.  2300). 


IDisability  Determination  Services 

1-800-962-2230 
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PLACEMENT  SERVICE/Continued 

Internal  Medicine;  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  -I- . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 

Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  110  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


Bridges  Surgical  Clinic  seeking  an  Internist  or 
Family  Practitioner  and  General  Surgeon.  For  more 
information,  call  or  write  to:  Bridges  Surgical  Clinic, 
128  Homer  Road,  Minden,  LA  71055;  (318)  377- 
1436  M-F;  (318)  377-1429  S-S. 


Family  Practitioners  for  three  practices  (group 
and  solo  options  w/coverage  from  5 -member  call 
group)  in  beautiful  SE  university  setting  of  one  mil- 
lion draw;  Vi  hour  from  Smoky  Mountains  and  large 
lake  system  where  cultural  and  recreational  amen- 
ities abound.  Affiliate  w/400-E  bed  hospital  pro- 
viding excellent  compensation  package.  Contact 
Mary  Wynkoop,  Tyler  & Company,  Roswell  Rd., 
Atlanta,  GA  30350.  Call  (404)  641-6410. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Family  physician  needed  to  assume  established 
practice  in  Jackson  metropolitan  area.  No  start-up 
expense;  no  buy-out.  Contact  Calvin  Schuster, 
M.D.,  (601)  825-4293  or  P.O.  Box  7,  Brandon, 
MS  39043. 


BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  send  CV  to  Box 
H,  do  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 
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Jacksonian  seeking  position  as  administrator  of 
large  group  practice  in  Jackson  area.  Previously  head 
of  health  concern  with  60-plus  employees.  Cur- 
rently in  investment  field  with  experience  in  cash 
management,  investments,  pension  plans,  etc.  . . . 
Stable  background  and  practical  business  experi- 
ence. Reply  to  Box  Z,  Journal  MSMA,  P.O.  Box 
5229,  Jackson,  MS  39296-5229. 

Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 

1983  Midmark  1 1 1 all  electric  exam  table . Good  con- 
dition; $3,500.  Call  (601)  268-5240.  Can  be  seen 
at  106  Asbury  Circle,  Hattiesburg,  MS. 


*****  2V  Stat  Stat  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  $500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  +/—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1-800-22V-STAT. 

Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  February  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 
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YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
Financial  products  I've  noted  below: 


Name 


Address 


Where  do  physicians 
turn  for  financial 


services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


State  _ 


AMA  ADVISERS.  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


Established  1966 


PTMI05 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 


City 

Phone  ( )_ 

Best  time  to  call 


Here’s  what  we  offer  you: 


Tax-Free  Unit  Trusts 
Tax-Deferred  Annuities 
Money  Market  Funds 
Mutual  Funds 
Discount  Brokerage 
Certificates  of  Deposit 


Stocks 

Bonds 

IRAs  (no  Trustee  fee) 
Retirement  Plans 
Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Mail  this  coupon  to: 
The  AMA  Group 
200  N.  LaS2Jle  Street 
Suite  535 
Chicago,  IL  60601 
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In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  lYescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Vl- 


UinbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  VI. 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2,  Feighner  JP, 
et  ah  Psychopharmacology  61 :2\1 -215,  Mar  22,  1979. 


Limbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  piease  consult  complete  product  information,  a summary  of  which 
foilows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
Qutiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {eg,  operating  machinery,  driving) . 
Usage  in  Prepumy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations, Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  (unction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tcigamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  maybe 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptlv  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremot  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  repotted  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular-  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allerpc:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  sintilar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abmpt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tteat  symptomatically  and  supportively 
I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 


See  Improvement  InThe  First  Week ' 

And  The  Weeks  That  Follow 

1^74%  of  patients  experienced  improved  sleep 
ater  the  first  A5:  dose' 


^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduaion  in  Individual  Somatic  Symi 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Roche  Products 

Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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WhyDo 
Physicians  Rm 
Around  The  US. 
SendKidsTb 
QneAtJantaHospital 
For  (M-FashioneoCare? 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  Younger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases  CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  ‘‘CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39216 

(601)  354-5433  — Watts  1-800-682-6415 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


August  1989 


Dear  Doctor: 

The  controversial  proposal  to  limit  future  growth  in  Medicare  spending  for 
physician  services  by  expenditure  targets  received  the  blessing  of  the 
House  Ways  and  Means  Committee  by  a vote  of  more  than  2-1  in  mid-July.  The 
proposal  was  protested  by  the  AMA  House  of  Delegates  at  its  annual  meeting 
in  June,  and  the  association  was  directed  to  launch  a major  education 
campaign  informing  the  public  that  expenditure  targets  mean  rationing. 

Responding  to  the  House  committee  action,  Joseph  T.  Painter,  M.D., 
vice  chairman  of  the  AMA  Board  of  Trustees,  charged  that  "what 
committee  members  have  voted  for,  without  public  debate  and  behind 
closed  doors,  is  nothing  less  than  a healthcare  rationing  scheme." 

He  expressed  dismay  that  "a  country  as  wealthy  as  the  United  States" 
would  consider  rationing  healthcare,  and  predicted  that  recent 
senior  citizen  outrage  over  the  supplemental  premium  cost  of  the 
catastrophic  coverage  bill  would  be  dwarfed  by  their  protesting 
of  a rationing  system. 

Along  with  approval  of  a campaign  concerning  expenditure  targets,  the  AMA 
House  also  approved  a public  information  campaign  emphasizing  the  advan- 
tages of  American  medicine.  The  action  arose  out  of  an  AMA  Board  of 
Trustees  report  observing  that  American  medicine  is  at  a crossroads  - one 
road  leading  to  a nationalized  system  similar  to  Canada's  and  the  other 
leading  to  a strengthened  U.S.  system.  The  campaign  also  will  address 
reforms  in  Medicaid  and  Medicare  and  meeting  the  needs  of  the  uninsured. 

Improving  your  effectiveness  through  participation  in  the  political  process 
is  the  theme  of  a workshop  for  MSMA  members  and  spouses,  September  13  at 
the  Ramada  Renaissance  Hotel  in  Jackson.  Among  topics  are:  "The  Political 
Environment  for  Medicine  - Why  Grassroots  Action  is  Necessary" ; "Under- 
standing the  Legislative  Process";  "Update  on  Key  Issues  Facing  Medicine"; 
and  a Case  Study /Role  Playing  session.  For  information,  contact  your  MSMA 
headquarters  office. 


Sincerely, 

Patsy  Silver 
Managing  Editor 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

1 compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 


i Jon  B.  Wimbish,  Disability  Specialist 

i 1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


AMA  House  Adopts 
MSMA  Resolutions 


Chicago,  XL  - The  MSMA  House  of  Delegates 
presented  three  resolutions  to  the  AMA 
House  of  Delegates,  and  all  three  were 
adopted  at  the  AMA’s  recent  annual  meeting.  The  resolutions  dealt  with 
preadmission  screening  of  nursing  home  patients,  CME  on  costs  of  alternative 
medical  treatment,  and  misleading  language  In  Medicare's  explanation  of 
benefits. 


Hospitals  Report  RN  Washington,  DC  - In  a recent  survey,  59% 

Vacancies  Above  10%  of  hospitals  reported  vacancy  rates  above 

10%  for  RNs,  and  many  (19%)  of  the  facilities 
reported  RN  vacancy  rates  above  20%.  Hospitals  In  the  Southeast  had  the 
worst  shortages  of  RNs,  with  68%  of  facilities  In  the  area  reporting  vacancy 
rates  above  10%.  The  857  hospitals  reporting  also  said  that  nurses  are 
spending  more  than  half  their  time  doing  non-nursing  tasks. 


Americans  Look  to  Chicago,  XL  - Results  from  the  1989  public 

AMA  for  Solutions  opinion  survey  performed  by  the  AMA's  Office 

of  Issue  and  Communications  Research  show  that 
most  Americans  look  to  the  AMA  for  workable  health  care  policy  developments. 
The  survey  Involved  1500  U.S.  adults.  Physician  organizations  such  as  the 
AMA  were  mentioned  more  than  twice  as  often  as  federal  and  state  governments 
or  Insurance  companies  as  trusted  to  find  solutions. 


ACS  Report  on  Washington,  DC  - Despite  advances  in  cancer 

Cancer  and  the  Poor  treatment,  178,000  Americans  will  die  this 

year  from  cancer  that  could  have  been  treated 
successfully  with  earlier  detection.  So  estimates  the  American  Cancer 
Society  in  a recent  report,  which  also  stated  many  middle-class  Americans 
are  reduced  to  poverty  by  expense  of  cancer  treatment,  and  the  poor  are 
forced  to  choose  between  food,  shelter,  and  medical  care. 


Forum  on  AIDS  Chicago,  XL  - The  AMA  and  52  other  health- 

And  Hepatitis  B related  organizations  are  co-sponsoring  the 

4th  National  Forum  on  AIDS  and  Hepatitis  B, 
November  19-21  in  Washington,  DC.  The  forum  will  examine  strategies  to 
control  the  spread  of  these  bloodborne  diseases  by  hospitals,  labs  and  health 
care  professionals.  For  information,  contact  the  National  Foundation  of 
Infectious  Diseases,  (301)  656-0003. 


A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

SSgt  Jauregui 
(901)278-6349 
Collect  or 

1-800-423-USAF  Toll  Free 
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Infant  Hearing  Screening 
In  Mississippi 

OJUS  MALPHURS,  JR.,  PH.D. 

Jackson,  Mississippi 


“I  am  just  as  deaf  as  I am  blind.  The  problems  of  deafness 
are  deeper  and  more  complex  if  not  more  important  than 
those  of  blindness.  Deafness  is  a much  worse  misfortune. 
For  it  means  the  loss  of  the  most  vital  stimulus,  the  sound 
of  the  voice  that  brings  language,  sets  thoughts  astir,  and 
keeps  us  in  the  intellectual  company  of  man.  ...” 

Helen  Keller 


The  ability  to  communicate  is  man’s  most 
unique  characteristic.  Other  animals  have  organs 
such  as  hearts,  kidneys  and  lungs  but  only  humans 
have  the  ability  to  communicate  complex  thoughts 
and  engage  in  symbolic  reasoning.  This  ability  per- 
mits us  to  organize  ourselves  into  societies,  educate 
our  young  and  plan  for  the  future.  Language  and 
its  expression  through  speech,  writing,  or  manual 
signs  is  that  part  of  us  which  makes  us  human. 

Among  the  more  common  medical  problems 
which  interfere  with  the  development  of  language 
is  congenital  sensori-neural  hearing  loss.  This  in- 
visible handicap  is  often  not  recognized  until  two 
or  three  years  of  age  when  a child  with  a severe 
loss  fails  to  develop  speech.  In  a child  with  a mild 
to  moderate  hearing  loss,  identification  of  the  prob- 
lem frequently  does  not  take  place  until  the  child 
has  failed  one  or  more  grades  in  school.  The  need 
for  early  intervention  with  hearing  impaired  children 
has  long  been  recognized  as  essential  to  language 


From  the  Department  of  Surgery,  University  Medical  Center, 
Jackson,  MS. 


Four  national  professional  associations 
through  their  representatives  on  the  Joint 
Committee  on  Infant  Hearing  have  en- 
dorsed the  importance  of  early  identification 
of  hearing  impaired  children.  In  this  article 
the  author  reports  on  the  past  seven  years 
of  the  Infant  Hearing  Screening  Program  at 
the  University  of  Mississippi  Medical  Center. 
He  notes  that  efforts  are  currently  underway 
to  extend  the  IHS  Program  to  other  hospitals 
in  Mississippi  in  cooperation  with  the  Lions 
Club.  At  the  present  time  22  hospitals  have 
been  equipped  to  screen  hearing  in  infants. 


development.'  Recent  studies  in  the  literature  fur- 
ther indicate  the  importance  of  early  stimulation 
with  environmental  sounds  on  the  maturation  of  the 
central  auditory  nervous  system.^  This  research  sug- 
gests that  failure  to  provide  amplification  of  sound 
for  the  hearing  impaired  child  during  the  first  few 
months  of  life  may  result  in  permanent  physiolog- 
ical and  anatomical  deficits  in  the  auditory  CNS. 

In  1982  the  Joint  Committee  on  Infant  Hearing, 
consisting  of  representatives  of  the  American  Acad- 
emy of  Pediatrics,  the  American  Academy  of  Oto- 
laryngology, Head  and  Neck  Surgery,  the  American 
Nurses  Association,  and  the  American  Speech-Lan- 
guage-Hearing Association,  issued  a revised  posi- 
tion statement.^  The  new  position  statement  listed 
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the  following  critera  for  considering  children  at  risk 

for  hearing  loss; 

1 . Family  history  of  childhood  hearing  impairment. 

2.  Congential  perinatal  infection  (e.g.,  cytomega- 
lovirus, rubella,  herpes,  toxoplasmosis,  syphi- 
lis) 

3.  Anatomic  malformations  involving  the  head  or 
neck  (e.g.  dysmorphic  appearance  including 
syndromal  and  nonsyndromal  abnormalities, 
overt  or  submucous  cleft  palate,  morphologic 
abnormalities  of  the  pinna) 

4.  Birth  weight  less  than  1500  grams 

5.  Hyperbilirubinemia  at  level  exceeding  indica- 
tions for  exchange  transfusion 

6.  Bacterial  meningitis,  especially  Haemophilus  in- 
fluenzae 

7.  Severe  asphyxia  which  may  include  infants  with 
Apgar  scores  of  0 to  3 or  who  fail  to  institute 
spontaneous  respiration  by  ten  minutes  and  those 
with  hypotonia  persisting  to  2 hours  of  age. 


TENNESSEE 


Figure  I.  Hospitals  in  Mississippi  Participating  in  Lions 
Club  Infant  Hearing  Screening  Program 


The  Joint  Committee  further  recommended  that 
children  at  risk  for  hearing  loss  be  screened  by  three 
months  of  age  and  that  the  diagnosis  should  be  com- 
pleted and  habilitation  begun  by  age  six  months. 

At  the  University  of  Mississippi  Medical  Center, 
we  have  been  involved  in  identification  of  hearing 
impaired  infants  for  more  than  20  years.  In  1978 
we  reviewed  the  records  of  140  hearing  impaired 
children  and  found  that  in  spite  of  our  best  efforts, 
only  5 percent  were  identified  at  less  than  one  year 
of  age  and  10  percent  by  two  years.  Reports  in  the 
literature  indicate  that  with  few  exceptions,  our  ex- 
perience in  identification  of  hearing  impaired  chil- 
dren is  not  appreciably  different  from  that  in  other 
parts  of  the  United  States.  Obviously,  considerable 
improvement  was  needed  in  order  to  meet  the  goals 
of  the  Joint  Committee  on  Infant  Hearing. 

In  1981  the  Lions  Clubs  of  Mississippi  adopted 
infant  hearing  screening  as  a project  and  purchased 
a newborn  hearing  screening  device  known  as  a 
Crib-O-Gram  for  use  in  the  Newborn  Center  of  the 
University  Hospital.  The  Crib-O-Gram  was  devel- 
oped by  F.  Blair  Simmons,  M.D.,  head  of  the  Di- 
vision of  Otolaryngology  at  Stanford  University  un- 
der a grant  from  the  National  Institutes  of  Health. 
This  device  monitors  an  infant’s  motion  by  means 
of  a transducer  placed  under  the  mattress  of  a stand- 
ard hospital  bassinette.  When  the  Crib-O-Gram  re- 
cords ten  consecutive  seconds  of  low  level  activity, 
a 3000  Hz  narrow  band  noise  signal  is  produced. 
The  Crib-O-Gram  then  compares  the  infant’s  re- 
corded activity  level  after  the  sound  presentation  to 
the  activity  level  before  the  sound.  After  thirty  trials, 
the  Crib-O-Gram  indicates  whether  the  child  passed 
the  screening,  i.e.,  post  stimulus  activity  level  was 
significantly  different  from  prestimulus  level,  or 
should  be  referred  for  further  testing.  The  equip- 
ment is  relatively  easy  to  operate  and  usually  re- 
quires about  three  to  five  minutes  of  staff  time  per 
test.  The  screening  procedure  is  automated  and  takes 
an  average  of  a half-hour  to  complete  30  trials, 
depending  on  the  activity  level  of  the  baby. 

Over  the  past  seven  years,  we  have  made  several 
changes  in  screening  procedures  and  equipment 
which  have  reduced  the  time  needed  to  screen  an 
infant,  the  number  of  false  positives,  and  the  num- 
ber of  incomplete  tests.  The  most  recent  change  was 
the  donation  by  the  Lions  Club  of  equipment  which 
measures  brainwave  activity  in  response  to  auditory 
stimuli,  known  as  the  Auditory  Brainstem  Response 
(ABR).  This  equipment  provides  a more  accurate 
measurement  of  auditory  status  in  infants  referred 
by  the  Crib-O-Gram  screening,  and  when  used  in 
the  Newborn  Center  reduces  the  number  of  children 
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TABLE  1 

RESULTS  OF  CRIB-O-GRAM  SCREENING 


Year 

Number 

Screened 

Number 

Passed 

Number 

Incomplete 

Tests 

Number 

Referred 

Hearing 

Impaired 

1981 

333 

262 

29 

42 

2 

1982 

349 

267 

23 

59 

5 

1983 

375 

286 

10 

79 

5 

1984 

318 

249 

9 

60 

2 

1985 

252 

206 

9 

37 

1 

1986 

310 

252 

4 

54 

3 

1987 

231 

187 

5 

39 

1 

TOTALS 

2168 

1709 

89 

370 

19 

TABLE  2 

RESULTS  OF  ABR  SCREENING 

Year 

Initial  ABR 

Subsequent  ABR 

Hearing 

Impaired 

Test 

Pass 

Fail 

Test 

Pass 

Fail 

1986 

40 

25 

15 

8 

5 

3 

3 

1987 

24 

16 

8 

8 

7 

1 

1 

TOTALS 

64 

41 

23 

16 

12 

4 

4 

requiring  follow-up  evaluations.  Though  false  pos- 
itives remain  a problem  (primarily  due  to  the  neu- 
rological immaturity  of  the  infants  screened  and 
transient  middle  ear  effusion),  we  are  currently  find- 
ing one  hearing  impaired  child  for  every  four  who 
fail  a Crib-O-Gram  screening  and  ABR.  Results  of 
the  infant  hearing  screening  program  at  the  Uni- 
versity Hospital  to  date  are  summarized  in  Tables 
1 and  2. 

In  addition  to  these  efforts  at  the  University  Hos- 
pital, the  Lions  Clubs  of  Mississippi  have  placed 
Crib-O-Grams  in  21  other  hospitals  over  the  past 
seven  years.  In  1987  these  hospitals,  whose  loca- 
tions are  shown  in  Figure  1,  had  27,902  live  births 
or  69.3  percent  of  all  births  in  Mississippi.  They 
screened  6,309  infants  or  15.7  percent  of  children 
bom  in  the  state  that  year.  In  comparison,  estimates 
place  the  number  of  infants  screened  for  hearing 
loss  at  less  than  5 percent  for  the  United  States."* 

Though  the  Infant  Hearing  Screening  Program  in 
Mississippi  is  one  of  the  most  extensive  hospital 
based  programs  in  the  United  States,  it  has  not  yet 
reached  its  full  potential  because  of  limited  follow- 
up on  children  referred  by  the  screening.  To  some 
extent  this  may  be  attributable  to  the  fact  that  only 
one  civilian  hospital  in  Mississippi,  the  University 


Hospital,  has  audiologists  to  supervise  screening  of 
babies  and  provide  follow-up  evaluations.  An  ad- 
ditional problem  may  be  lack  of  awareness  of  the 
prevalence  of  hearing  loss  in  very  young  children 
and  of  techniques  for  evaluating  hearing  in  this  pop- 
ulation. This  viewpoint  is  supported  by  data  from 
Medicaid  indicating  that  out  of  13,195  children  un- 
der age  one  year  screened  in  1987,  only  eight  were 
referred  for  hearing  problems. 

Research  clearly  demonstrates  the  benefits  and 
cost  effectiveness  of  early  interv'ention  for  handi- 
capped children.  These  benefits  have  also  been  rec- 
ognized at  both  the  national  and  state  government 
levels.  In  1986  the  Congress  of  the  United  States 
passed  P.L.  99-457  which  provides  incentives  and 
funding  to  states  to  serve  the  needs  of  preschool 
handicapped  children.  As  early  as  1973,  a subcom- 
mittee of  the  Mississippi  Legislature  identified  the 
need  for  early  intervention  for  hearing  impaired  and 
visually  impaired  children  and  recommended  a 
“method  of  early  detection  and  registration”  of 
children  with  these  handicaps.  Unfortunately,  even 
though  a registry  law  was  passed,  the  registry  was 
never  established  because  the  techology  and  finan- 
cial resources  were  not  available  at  that  time. 

Recent  developments  in  electronics  have  now 
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INFANT  HEARING/Malphurs 


provided  the  technology  for  screening  hearing  in 
infants.  Thanks  to  the  leadership  of  the  Lions  Clubs, 
this  technology  is  already  available  in  hospitals  where 
most  of  the  babies  in  Mississippi  are  bom.  We  also 
have  the  resources  potentially  available  to  coordi- 
nate screening  activities  and  follow-up  services 
through  various  early  education  and  health  pro- 
grams. Mississippi  is  currently  leading  most  other 
states  in  hospital-based  infant  hearing  screening  be- 
cause of  the  cooperation  of  the  Lions  Clubs  and 
community  hospitals  of  this  state.  Maintaining  this 
lead  in  the  future  will  depend  upon  support  from 


state  agencies  with  the  resources  and  responsibilities 
for  serving  hearing  impaired  children.  Fortunately, 
in  this  area  of  health  care,  the  challenge  is  not 
whether  Mississippi  can  avoid  being  last,  but  can 
we  be  first.  ★★★ 

2500  North  State  Street  (39216) 
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Evaluation  and  Management  of  Disorders  of  the  Shoulder:  Part  I. 


Evaluation  of  the  Shoulder: 
Examination  in  Throwing  Athletes 


FELIX  H.  SAVOIE,  M.D. 
Jackson,  Mississippi 


Increasing  interest  has  been  focused  upon  dis- 
orders of  the  shoulder,  and  the  recent  advances  in 
management  of  these  disorders  in  the  athlete.  These 
unique  individuals  often  require  specialized  care  in 
the  diagnosis  and  management  of  the  problems  in- 
herent to  their  profession.  The  added  stress  placed 
on  the  shoulder  joint  in  throwing  athletes  often  leads 
to  injuries.  The  short  term  powerful  contractions  of 
the  extrinsic  muscles  about  the  shoulder  joint  result 
in  adaptive  changes  that  should  not  be  confused  with 
pathologic  conditions.  However,  these  adaptive 
changes  often  predispose  the  shoulder  to  more  se- 
rious injury.  In  addition,  the  lack  of  understanding 
of  the  basic  mechanics  of  the  shoulder  by  many  of 
the  athletes  in  the  younger  age  groups  often  leads 
to  acute  injury  as  well  as  to  faulty  rehabilitation  and 
development  of  a chronic  injury  state.  This  report 
represents  the  first  in  a series  of  articles  concerning 
the  examination,  diagnosis,  and  management  of  dis- 
orders of  the  shoulder. 

An  accurate  history  is  invaluable  in  the  evaluation 
of  the  throwing  athlete.  Just  as  a physical  exami- 
nation follows  a systematic  pattern,  the  history  taken 
by  the  physician  should  likewise  follow  a similar 
pattern.  The  initial  episode  of  injury  or  onset  of  pain 
should  be  thoroughly  evaluated.  In  addition,  the 
persistence  of  the  pain  and  its  association  with  spe- 
cific activities  should  also  be  elucidated.  An  attempt 
should  be  made  to  determine  whether  the  pain  is  in 
the  acceleration  or  deceleration  phase  of  throwing. 
Careful  questioning  can  direct  the  examiner’s  at- 
tention to  the  anterior  capsular  structures,  toward 
the  rotator  cuff,  to  the  posterior  structures,  or  to  the 
glenohumeral  articulation  itself.  For  example,  a his- 


From  the  Department  of  Orthopaedic  Surgery,  University  Med- 
ical Center,  Jackson,  MS. 


The  shoulder  has  been  the  subject  of  many 
recent  advances  in  orthopaedic  surgery.  Ar- 
throscopic evaluation  of  the  glenohumeral 
joint  and  subacromial  bursa  has  enabled  the 
physician  to  increase  both  diagnostic  and 
management  skills.  In  Part  I of  this  series, 
the  author  presents  an  illustrated  exami- 
nation of  the  shoulder.  A thorough  history 
and  comprehensive  examination  may  lead 
to  an  accurate  diagnosis  and  management 
plan,  obviating  the  need  for  expensive  an- 
cillary procedures. 


tory  of  an  anterior  pop  or  a clunk  in  certain  motions 
may  indicate  a labral  tear,  whereas  a burning-type 
pain  noted  primarily  after  releasing  the  ball  would 
be  more  indicative  of  a rotator  cuff  tear.  Any  history 
of  previous  treatment  should  also  be  obtained,  as 
well  as  the  response  to  such  treatment. 

The  physical  examination  begins  with  inspection. 
The  throwing  shoulder  should  be  compared  with  its 
opposite  member  for  evidence  of  asymmetry,  mus- 
cle hypertrophy  or  atrophy.  In  the  athlete  who  has 
been  involved  in  the  throwing  motion  over  an  ex- 
tended period,  muscle  hypertrophy  should  be  read- 
ily apparent.  Next,  the  active  range  of  motion  (ROM) 
in  the  shoulder  should  be  obtained.  As  before,  the 
throwing  shoulder  should  be  compared  to  that  on 
the  opposite  side.  Careful  observation  from  the  pos- 
terior aspect  of  the  patient  permits  the  differentiation 
of  glenohumeral  motion  from  scapulothoracic  mo- 
tion. The  sternoclavicular  joint,  acromioclavicular 
joint,  and  glenohumeral  joint  should  all  be  observed 
anteriorly  during  the  ROM  of  the  shoulder.  If  there 
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1-A  1-B 

Figure  1 : Translation  of  the  shoulder  is  evaluated  by  grasping  the  humeral  head  in  one  hand  and  the  anterior  and 
posterior  borders  of  the  acromion  with  the  other.  An  anterior  (A)  and  posterior  (B)  force  is  then  applied  to  the  humeral 
head  to  subluxate  it  in  these  directions.  It  is  normal  for  the  humeral  head  to  subluxate  50%  of  its  diameter  posteriorly 
during  this  maneuver. 


Figure  2:  The  superior  surface  oj  the  supraspinatous 
muscle  is  evaluated  by  placing  the  arm  in  90  degrees  of 
abduciion,  ?(?  degress  of  flexion,  and  then  full  internal 
rotation,  positioning  the  superior  edge  of  the  tendon 
against  the  coraco-acromial  ligament. 


Figure  3:  In  the  same  position  as  in  Figure  2,  a down- 
ward force  is  applied  to  the  arm  by  the  examiner.  Weak- 
ness to  this  pressure  may  indicate  a tear  or  tendinitis  of 
the  superior  rotator  cuff. 
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is  a discernible  difference  in  motion  between  the 
two  shoulders,  a manual  or  passive  ROM  is  then 
obtained  and  the  differences  are  noted.  Palpation  is 
then  used  about  the  contours  of  the  shoulder  to  de- 
termine points  of  tenderness.  Pain  may  be  localized 
by  palpation  to  the  acromioclavicular  joint,  the  an- 
terior capsule,  the  environs  of  the  rotator  cuff,  or 
the  posterior  shoulder.  Anterior-posterior  transla- 
tion of  the  shoulder  joint  can  then  be  tested  (see 
Figures  1 A-B).  It  is  normal  for  the  shoulder  to 
subluxate  posteriorly  approximately  50%  of  the  di- 
ameter of  the  humeral  head.  This  subluxation  may 
be  more  pronounced  in  the  throwing  athlete.  An- 
terior subluxation,  however,  should  be  minimal.  Pain 
on  anterior  translation  of  the  humeral  head  on  the 
glenoid  may  indicate  labral  tear  or  anterior  shoulder 
instability. 

Evaluation  of  the  supraspinatus  musculature  is 
performed  by  abducting  the  shoulder  90  degrees  and 
placing  it  in  30  degrees  of  forward  flexion.  This 
maneuver  is  initially  accomplished  in  neutral  rota- 
tion. The  shoulder  is  then  fully  internally  rotated 
(see  Figure  2).  Pain  accompanying  this  motion  may 
indicate  a superior  surface  supraspinatus  tear.  The 
patient  is  asked  to  maintain  the  arm  in  this  position 
as  the  examiner  exerts  a downward  force  (see  Figure 
3).  This  same  procedure  is  repeated  on  the  opposite 
side;  comparative  weakness  or  increased  pain  may 
indicate  either  a partial  or  full  thickness  rotator  cuff 
tear.  The  same  test  is  repeated  with  the  arm  exter- 
nally rotated.  Pain  or  weakness  in  this  position  may 
also  indicate  a rotator  cuff  tear  or  bicipital  tendon 
lesion  (see  Figure  4). 

The  arm  is  then  fully  abducted  overhead  in  the 
internally  rotated  position  to  evaluate  for  impinge- 
ment of  the  rotator  cuff  on  the  underside  of  the 
acromion.  A second  impingement  test  is  performed 
by  placing  the  shoulder  in  90  degrees  of  abduction 
and  30  degrees  of  forward  flexion.  The  shoulder  is 
fully  internally  rotated  from  the  fully  externally  ro- 
tated position,  bringing  the  greater  tuberosity  of  the 
humeral  head  under  the  coracoacromial  ligament 
(see  Figures  5 A-B).  Pain  during  this  motion  is 
indicative  of  an  impingement  problem. 

Initial  evaluation  of  anterior  stability  is  accom- 
plished in  a sitting  position  by  fully  extending  the 
shoulder  and  placing  it  in  abduction  and  external 
rotation  (see  Figure  6).  Acute  pain  and  apprehension 
in  this  position  indicates  anterior  instability.  Diffuse 
pain  may  indicate  a rotator  cuff  tear.  Inferior  insta- 
bility is  tested  with  the  arm  in  90  degrees  of  ab- 
duction and  the  elbow  flexed.  The  examiner  exerts 
a downward  force  on  the  shoulder  to  check  the  in- 
ferior capsular  structures  (see  Figure  7).  Altema- 


Figure  4 : The  arm  is  externally  rotated  from  the  po- 
sition in  Figure  3 and  a downward  force  is  applied.  The 
anterior  rotator  cuff  and  the  biceps  tendon  resist  this 
force. 

tively,  these  structures  may  be  evaluated  with  the 
arm  hanging  at  the  side  while  the  examiner  applies 
a downward  force.  The  shoulder  is  observed  for  any 
appearance  of  a sulcus  around  the  inferior  edge  of 
the  acromion,  commonly  seen  in  multi-directional 
instability  problems.  The  arm  is  then  placed  in  flex- 
ion and  internal  rotation  and  90  degrees  of  abduc- 
tion. A posterior  force  is  then  applied  to  the  shoulder 
(see  Figure  8).  Pain,  apprehension,  or  instability 
during  this  test  may  indicate  posterior  instability. 

The  biceps  tendon  is  then  re-examined  with  the 
elbow  in  full  extension  and  in  varying  degrees  of 
flexion  by  the  athlete  resisting  an'extension  force 
applied  by  the  examiner.  Pain  or  tenderness  noted 
in  the  anterior  area  of  the  shoulder  during  this  ma- 
neuver may  indicate  a partial  tear  of  the  biceps  or 
detachment  of  the  superior  glenoid  labrum. 

The  acromioclavicular  joint  and  sternoclavicular 
joints  are  evaluated  by  flexing  the  arm  across  the 
chest  in  90  degrees  of  abduction  (see  Figure  9). 
Pain  in  the  area  of  these  joints  during  this  maneuver 
is  indicative  of  pathology. 

The  patient  is  then  asked  to  assume  a supine  po- 
sition, and  the  tests  for  anterior  and  inferior  insta- 
bility are  repeated.  The  arm  is  abducted  90  degrees 
and  the  humeral  head  is  subluxated  anteriorly  and 
posteriorly  with  rotation  of  the  humerus.  A clunk 
or  pop  within  the  shoulder  joint  during  this  test  may 
indicate  a labral  tear  (see  Figure  10). 

The  patient  is  then  placed  in  the  prone  position 
with  the  hands  fully  internally  rotated  and  asked  to 
perform  a push-up.  This  maneuver  further  evaluates 
the  posterior  shoulder  capsule  and  posterior  mus- 
culature for  any  evidence  of  instability.  A patient 
with  true  posterior  instability  will  be  unable  to  per- 
form a push  up  in  this  position. 
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Figure  5:  In  a second  impingement  test,  the  rotator  cuff  is  pinched  between  the  greater  tuberosity  of  the  humeral 
head  and  the  acromion.  The  arm  is  placed  in  90  degrees  of  abduction,  30  degrees  of flexion,  and  full  external  rotation 
(A).  The  shoulder  is  then  fully  internally  rotated  (B).  Pain  generated  by  this  maneuver  is  indicative  of  an  impingement 
disorder. 


Figure  6:  Anterior  shoulder  instability  is  evaluated  by 
placing  the  arm  in  abduction  and  external  rotation.  Pain 
or  apprehension  may  be  felt  anteriorly  as  the  shoulder 
subliLxates  in  this  direction. 


Figure  7:  The  inferior  capsular  structures  are  tested 
by  placing  the  shoulder  in  90  degrees  of  abduction,  flex- 
ing the  elbow,  and  applying  a downward  force  to  the 
humerus.  Inferior  displacement  of  the  head  leaves  an 
indentation  (sulcus  sign)  below  the  acromion. 
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Figure  8:  The  shoulder  is  tested  for  posterior  stability 
by  placing  the  arm  in  90  degrees  of  frontal  flexion,  full 
internal  rotation,  and  applying  a posterior  force . In  this 
position  the  capsule  has  been  tightened  and  any  sublux- 
ation should  be  considered  abnormal. 


Figure  9:  The  acromioclavicular  and  sternoclavicular 
joints  are  evaluated  by  flexion  of  the  arm  across  the  chest. 


Standard  radiographs  complete  the  initial  evalu- 
ation of  the  shoulder  in  the  throwing  athlete.  An 
internal  and  external  rotation  view,  axillary  lateral 
view,  and  a lateral  scapular  view  should  be  taken 
in  each  case  for  adequate  evaluation  of  the  glenoid, 
the  inferior  surface  of  the  acromion,  the  acromio- 
clavicular joint,  and  the  humerus. 


Figure  10:  The  “clunk”  test  is  performed  by  internal 
and  external  rotation  of  the  shoulder  while  the  patient 
is  supine  and  the  shoulder  abducted  90  degrees.  A click- 
ing or  popping  in  the  shoulder  is  indicative  of  a labral 
tear. 

A corollary  to  the  evaluation  of  the  shoulder  joint 
is  an  adequate  evaluation  of  the  neck  and  cervical 
spine  area  and  the  entire  upper  extremity  including 
the  elbow,  wrist,  and  hand.  Pain  perceived  in  the 
shoulder  area  may  actually  be  referred  from  other 
areas. 

When  the  examination  is  completed,  the  physi- 
cian should  have  a provisional  diagnosis  and  a man- 
agement plan  should  be  formulated.  Ancillary  tests, 
e.g.,  ultrasound  or  magnetic  resonance  imaging  scan, 
may  be  useful  in  evaluating  the  structures  of  the 
shoulder.  Arthrograms  are  not  performed  routinely 
except  in  selected  instances. 

Nonoperative  management  is  most  often  the  in- 
itial choice  in  many  shoulder  disorders.  Adequate 
rehabilitation,  stressing  the  internal  and  external  ro- 
tators and  avoiding  abduction,  is  an  essential  part 
of  the  program.  Specific  disorders  and  their  man- 
agement will  be  presented  in  Parts  II  through  III  of 
this  series.  ★★★ 

2500  North  State  Street  (39216) 
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There  is  strength  in  numbers. 

(And  our  numbers  are  Rowing) 


Seated,  Left  to  Right;  Chetyi  Maxwell  (Claims  Secretary),  Lisa  Noble  (Underwriting  Secretary'),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  C.G.  "Tanny”  Sutherland  M.D.  (Medical  Director) 

Standing,  Left  to  Right;  C.R.  “Bob”  Montgomery  (Gener^  Counsel),  Lisa  Stewart  (Underwriting  Secretary),  Sharon 
Thompson  (Claims  SecTetary),  Craig  Brown  (Underwriting  Manager),Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serv  e 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staff  has  grown  from 
tw^o  in  1978  to  five  in  1983  to  t\\  elve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effectiv  e 


answers  to  your  medical  liability  insurance 
questions.  We  serv^e  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  inv  est- 
ments  and  underwriting  guidelines.  Ev  en' 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riverside  Drive.  Let  us  show  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

733  Riverside  Drive,  Jadcson,  MS 

Phone:  {&)\)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jackson,  MS  39216-0915 
MS  ViiMS:  1-800-325-4  r2 


SPECIAL  ARTICLE 


Dr.  A.  C.  Guyton:  Builder 


JANIS  QUINN 

Dr.  Arthur  Guyton  and  his  wife  Ruth  returned 
most  recently  to  their  home  in  Jackson  in  April. 

They  came  back  from  Spain  where  Dr.  Guyton, 
chairman  of  physiology  and  biophysics  at  the  Uni- 
versity of  Mississippi  Medical  Center,  received  an 
honorary  degree  from  the  ancient  University  of 
Murcia. 

Over  the  years,  he  and  Ruth  have  come  back  to 
that  house  — designed  by  Dr.  Guyton  to  accom- 
modate him,  Ruth  and  10  children  — from  around 
the  world,  anywhere  there  are  scientists  to  acknowl- 
edge their  debt  to  him. 

If  anyone  could  choose  where  in  the  entire  world 
he  wants  to  teach  and  do  research,  it  is  Arthur  Guy- 
ton. But  he  always  comes  back  to  the  state  which 
has  been  home  to  his  family  for  generations.  His 
grandfather  raised  his  family  in  a small  community 
near  New  Albany  and  Blue  Mountain.  His  father, 
the  late  Dr.  Billy  Guyton,  was  an  eye,  ear,  nose 
and  throat  specialist  in  Oxford  and  dean  of  the  two- 
year  medical  school  at  the  University  from  1936- 
1943.  Dr.  Guyton  grew  up  in  Oxford,  graduated 
from  Ole  Miss  at  the  top  of  his  class,  and  went  to 
medical  school  at  Harvard  where  he  earned  the  M.D. 
in  1943. 

In  September,  when  he  reaches  70,  he’ll  retire 
from  his  current  post.  But  not  before  the  citizens 
of  Mississippi  throw  him  a party  in  gratitude  for  his 
life’s  work.  August  25  will  be  Arthur  C.  Guyton 
Day  in  Mississippi.  It  will  be  a celebration  of  sci- 
ence because  the  man  to  be  honored  “is  one  of  the 
true  luminaries  of  20th  century  science,’’  according 
to  Dr.  Norman  C.  Nelson,  vice  chancellor  for  health 
affairs  at  UMC.  Dr.  Guyton  has  made  fundamental 
contributions  to  what  we  know  about  the  way  the 
human  body  works  and  to  our  ability  to  treat  such 
conditions  as  congestive  heart  failure,  high  blood 
pressure  and  heart  attack.’’ 

Dr.  Guyton’s  contributions  to  science,  specifi- 
cally to  the  field  of  cardiovascular  physiology,  are 

From  the  Department  of  Public  Information,  University  Med- 
ical Center,  Jackson,  MS. 


Dr.  Arthur  C.  Guyton  will  retire  in  Sep- 
tember from  his  post  as  chairman  of  phys- 
iology and  biophysics  at  the  University  of 
Mississippi  Medical  Center.  Mississippians 
will  mark  the  occasion  by  paying  tribute  to 
his  life's  work  on  Arthur  Guyton  Day,  August 
25.  The  event  is  described  as  a "celebration 
of  science,"  because  the  man  being  honored 
"is  one  of  the  true  luminaries  of  20th  century 
science." 


described  in  more  than  500  scientific  papers  and  30 
books  of  which  he  is  the  author  or  co-author.  It  all 
started  as  an  interest  in  high  blood  pressure  (hy- 
pertension) while  he  was  still  a medical  student. 
“At  that  time,’’  he  says,  “little  could  be  done  for 
patients  with  high  blood  pressure.’’  As  a promising 
27-year  old  surgery  resident  at  Massachusetts  Gen- 
eral Hospital,  he  worked  with  the  eminent  surgeon 
Dr.  Reginald  Smithwick  who  was  working  on  the 
problem  of  how  the  nervous  system  controlled  blood 
pressure.  He  helped  Smithwick  surgically  remove 
the  sympathetic  nerves  from  a number  of  patients 
with  severe  hypertension.  “Dr.  Smithwick  learned 
later,  that  even  though  the  patients  lived  longer,  the 
surgery  only  caused  a temporary  lowering  of  blood 
pressure.’’ 

When  he  was  stricken  with  polio  in  1946,  his 
surgical  career  came  to  an  end.  The  disease  left  his 
right  leg  and  left  upper  arm  and  shoulder  paralyzed. 
After  recuperating  in  Warm  Springs,  Georgia,  he 
returned  to  Oxford  and  devoted  himself  to  teaching 
and  basic  research  — still  interested  in  finding  out 
what  caused  hypertension. 

He  did  studies  determined  to  show  how  the  nerv- 
ous system  controlled  blood  pressure.  He  discov- 
ered it  wasn’t  the  main  controller.  “It  only  took  a 
few  weeks  to  make  that  discovery,’’  he  said.  The 
nervous  system  is  “beautiful”  at  giving  a great  surge 
in  pressure,  but  he  found  quickly  that  other  systems 
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were  at  work  in  keeping  blood  pressure  regulated 
over  a long  period. 

In  those  early  months  at  the  University  he  realized 
that  he  was  going  to  have  to  shelve  his  interest  in 
hypertension  temporarily.  “We  didn’t  even  know 
what  controlled  cadiac  output.  How  could  we  know 
what  controlled  blood  pressure  without  first  under- 
standing a whole  lot  of  other  things,  then  unknown, 
about  the  cardiovascular  system.” 


"Dr.  Guyton's  contributions  to  science, 
specifically  to  the  field  of  cardiovascular 
physiology,  are  described  in  more  than  500 
scientific  papers  and  30  books  of  which  he 
is  the  author  or  co-author." 


And  so  he  began,  systematically  chipping  away 
at  the  unknown.  He  developed  the  concept  of  the 
“permissive  heart,”  according  to  Dr.  John  Hall, 
professor  and  vice  chairman  of  the  department.  “The 
concept  states  that  the  heart  can  only  pump  what  is 
returned  to  it;  that  cardiac  output  is  regulated  by  the 
need  of  body  tissues  for  oxygen.  The  concept  brought 
together  all  the  variables  of  the  system.  It  is  a sys- 
tematic explanation.” 

He  established,  with  a device  he  invented,  that 
interstitial  fluid  has  a negative  pressure.  Interstitial 
fluid  is  that  which  exists  between  and  around  the 
cells.  Dr.  Hall  thinks  it  may  be  one  of  his  most 
important  accomplishments  because  it  led  to  an  un- 
derstanding of  what  controls  tissue  fluid  which,  in 
turn,  elucidated  the  disease  process  in  such  condi- 
tions as  congestive  heart  failure. 

When  he  finally  got  back  to  hypertension  in  the 
early  70s,  he  and  his  colleagues  in  the  department 
developed  the  concept  of  the  kidney  as  the  “servo 
controller”  of  blood  pressure.  Of  all  the  factors  that 
can  affect  blood  pressure,  the  kidneys  can  override 
them  all.  The  kidneys  are  the  ultimate  control  over 
blood  pressure. 

These  contributions  alone  would  have  guaranteed 
him  a place  in  the  history  of  scientific  thought.  But 
Dr.  Guyton  is  almost  as  well  known  for  his  “way 
of  thinking”  about  physiology. 

Dr.  Hall  said,  “He  teaches  a systems  approach 
to  problems.  It’s  a difficult  method,  but  once  you 
master  that  way  of  thinking  about  physiological 
problems,  you  realize  that  you  have  a far  better, 
deeper  understanding  than  physiologists  who 
haven’t  trained  this  way.” 

ITie  systems  approach  means  understanding  the 
relationship  of  many  variables  simultaneously  — a 


function  of  the  human  brain  which  can  be  done  by 
computers  with  much  greater  ease.  But  Dr.  Guyton 
had  to  wait  for  computer  technology  to  catch  up 
with  him.  Dr.  Allen  Cowley,  chairman  of  physi- 
ology at  the  Medical  College  of  Wisconsin,  post- 
doctoral fellow  in  the  department  and  member  of 
the  faculty  for  11  years,  remembers  the  depart- 
ment’s first  big  computer  model  of  the  cardiovas- 
cular system  in  the  1960s.  “Much  to  the  chagrin 
of  the  rest  of  the  world,  Guyton  had  found  a way 
to  express  all  the  factors  related  to  arterial  pressure 
at  one  time.” 

Since  the  arrival  of  the  first  computer  in  the  early 
60s,  the  department  has  become  the  world’s  head- 
quarters for  the  computer  simulation  of  body  func- 
tion and  home  to  the  world’s  most  comprehensive 
computer  model  of  the  cardiovascular  system. 

The  computer  can  hold  and  retrieve  all  the  meas- 
urements derived  from  the  department’s  animal 
studies  — how  thick,  how  much  pressure,  how  much 
fluid,  how  much  resistance,  how  much  force,  how 
much  oxygen.  To  the  chairman,  the  real  “truth” 
of  physiology  is  best  described  quantitatively  in  the 
language  of  physics,  mathematics  and  chemistry. 

It  is  the  quantitative,  systematic  method  which 
he  teaches  in  the  laboratory,  in  the  classroom  and 
in  his  famous  book,  the  Textbook  of  Medical  Phys- 
iology. Medical  students  around  the  world  know  the 
name  of  Arthur  Guyton  as  the  sole  author  of  their 
physiology  textbook.  It  is  the  world’s  most  widely 
used  medical  text,  and  has  been  translated  into 
French,  Spanish,  Serbo-Croatian,  Portuguese,  Ital- 
ian, Greek,  Arabic,  Japanese,  Turkish  and  Indo- 
nesian. 

The  reason  for  its  popularity  is  evident  to  stu- 
dents: They  can  understand  it.  Dr.  Elvin  Smith,  a 
graduate  student  of  Dr.  Guyton’s  in  the  60s  and 
now  professor  of  medical  physiology  at  Texas  A & 
M University,  says  that  it’s  common  practice  for 
medical  students  to  buy  “Guyton”  even  when  an- 
other textbook  is  assigned.  “I  frequently  hear  med- 
ical students  say,  T didn’t  understand  that  at  all 
until  I read  Guyton.’  ” 

Dr.  Guyton  himself  is  displeased  with  a lot  of 
medical  textbooks  because  he  thinks  that  many  are 
written  by  people  who  have  more  interest  in  making 
a name  for  themselves  than  in  teaching.  It’s  true 
now,  he  says,  as  much  as  it  was  when  the  first 
edition  of  his  book  was  published  in  1956. 

Now  in  its  seventh  edition,  with  the  eighth  edition 
in  progress,  the  book  started  out  as  lecture  notes  to 
students  in  Oxford  where  he  was  chairman  of  phys- 
iology before  the  medical  school  expanded  and 
moved  to  Jackson.  He  found  the  textbook  used  by 
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the  students  unsatisfactory.  So  he  started  reading 
widely  in  all  areas  of  physiology,  pulling  all  the 
information  together  and  giving  copies  to  students. 
After  using  his  own  notes  for  a year  or  two,  he 
realized  that,  with  the  addition  of  references  and 
illustrations,  he  had  the  makings  of  a textbook.  His 
longtime  publisher,  Saunders,  had  signed  a contract 
with  him  before  he  ever  left  Oxford. 

Work  on  the  book  has  been  a constant  in  his  life. 
It  was  what  he  often  took  home  to  the  not-so-quiet 
house  filled  with  ten  children.  John,  third  oldest, 
said  their  father  drew  the  line  at  letting  them  play 
in  the  living  room  where  he  worked.  “But  we  were 
not  quiet.”  They  bowled  and  played  kickball  in  the 
long  hall  that  connected  the  six  bedrooms  while  their 
father  dictated  or  wrote  in  a wing-backed  chair  in 
the  living  room. 

One  of  Dr.  Guyton’s  longtime  secretaries,  Billie 
Howard,  who  transcribed  all  of  his  manuscripts  from 
tape,  confirms  John’s  memories.  “When  I listened 
to  the  tape,  there  was  always  a background  noise 
of  children  playing.” 

His  book  is  a way  of  extending  nis  dedication  to 
students  beyond  the  perimeter  of  his  own  classroom 
and  laboratories.  Dr.  Guyton  has  personally  taught 
every  medical  school  graduate  of  the  Medical  Cen- 
ter since  1955,  and  perhaps  one  of  his  most  com- 
pelling characteristics  as  a teacher  is  his  accessi- 
bility — a common  source  of  amazement  to  medical 
students,  graduate  students  and  faculty  members  who 
know  the  vast  quantity  of  work  he  produces.  He 
keeps  no  appointment  book.  If  he’s  in  his  office, 
he’s  available  to  students  — or  anyone  who  needs 
to  see  him  and  for  as  long  as  it  takes. 

Dr.  Guyton’s  office  has  two  metal  desks  and  two 
straight  backed  chairs,  a computer,  a wooden  cab- 
inet that  belonged  to  his  father,  Venetian  blinds  the 
same  age  as  the  34-year-old  building;  a wall  of 
books;  and  a floor  of  gray  linoleum  tile,  vintage 
1955. 

What  it  doesn’t  have  are  decorative  touches.  No 
curtains,  no  upholstered  furniture,  no  fabric,  no  color 
save  that  on  book  covers,  nothing  on  the  walls,  no 
framed  diplomas,  certificates,  awards,  photographs 
or  mementos  to  remind  anyone  that  the  occupant  is 
a frequently  honored  scientist. 

His  office  is  for  work. 

His  house  is  for  living.  The  functional  20-room 
house  he  designed  of  concrete  and  reinforced  steel 
sits  in  the  middle  of  15  acres  in  north  Jackson.  There 
is  plenty  of  fabric  and  color  here.  The  walls  are 
decorated,  in  contrast  to  those  in  his  office,  but 
mostly  with  photographs  of  family  members  and  the 
collected  drawings,  poems  and  declarations  of  love 


from  children  and  grandchildren  since  1945  or  so. 

Though  they’re  all  adults  now,  it’s  evident  that 
this  is  still  “home”  to  the  eight  boys  and  two  girls 
who  grew  up  here.  Snapshots  show  the  younger 
Guyton  grandchildren  on  bright  yellow  plastic  floats 
in  the  backyard  swimming  pool  their  fathers  built. 


"It  is  true  that  he  has  'constructed'  ideas, 
ways  of  thinking,  a teaching  program,  the- 
ories and  hypotheses.  But  his  personal  his- 
tory is  full  of  other  things  he's  built  and 
designed  — objects  that  occupy  space." 


Because  polio  left  him  partially  paralyzed.  Dr. 
Guyton  often  acted  as  “site  boss”  on  projects  his 
children  actually  built  — the  pool,  the  tennis  court, 
some  stages  of  the  house  itself.  “This  turned  out 
to  be  much  better  training  for  them  than  if  I had 
actually  done  the  work  and  let  them  help  me. They 
developed  a great  deal  of  independence  in  the  use 
of  their  hands  and  their  intellect.” 

One  of  his  children  remembers  that  their  father 
once  had  some  stationery  printed  to  be  used  at  home 
with  a letterhead  which  read  simply,  “A.  C.  Guy- 
ton; Builder.” 

It  is  true  that  he  has  “constructed”  ideas,  ways 
of  thinking,  a teaching  program,  theories  and  hy- 
potheses. But  his  personal  history  is  full  of  other 
things  he’s  built  and  designed  — objects  which  oc- 
cupy space.  Before  he  had  polio,  he  built  a sailboat 
which  he  later  sold  to  his  Oxford  neighbor  William 
Faulkner  when  he  thought  his  paralysis  would  pre- 
vent him  from  enjoying  it.  He  once  built  a television 
set  from  a kit  long  before  they  were  in  common 
use.  When  he  was  doing  his  work  on  interstitial 
fluid,  he  needed  a device  which  could  accurately 
measure  the  pressure  of  the  fluid.  None  existed,  so 
he  invented  one  which  is  still  in  use  in  laboratories 
around  the  world. 

While  he  was  recuperating  from  polio  at  Warm 
Springs,  Georgia,  he  turned  his  talent  for  invention 
and  mechanical  problem-solving  to  the  needs  of  the 
handicapped.  He  invented  the  now  widely  used 
electronic  “joystick”  with  which  paraplegics  can 
steer  their  electric  wheelchairs  and  a special  hoist 
for  moving  paralyzed  patients  from  wheelchair  to 
bed.  For  these  inventions,  he  received  a Presidential 
Citation. 

That  award,  made  in  the  early  50s  was  among 
the  first  of  a long  list  of  accolades  which  have  come 
regularly  in  the  decades  since.  The  solemn  and  for- 
mal occasion  at  the  University  of  Murcia  was  not 
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the  first  time  a prestigious  foreign  assembly  has 
honored  this  man.  In  1978,  Dr.  Guyton  gave  the 
William  Harvey  Lecture  at  a special  symposium  in 
London,  England,  on  the  400th  birthday  of  William 
Harvey  who  first  described  the  circulation  of  blood. 
Many  historians  mark  Harvey’s  work  as  the  begin- 
ning of  modem  physiology.  The  Royal  College  of 
Physicians  invited  Dr.  Guyton  as  the  keynote  speaker 
as  a tribute  to  the  importance  of  his  work  in  phys- 
iology in  the  400  years  since  Harvey’s  pivotal  dis- 
covery. 

Dr.  Nelson  has  said  of  him,  “Any  dean  would 
be  proud  of  Arthur  Guyton  and  his  accomplishments 


— to  have  a department  chairman  who  is  in  demand 
around  the  world.  But  a dean  could  be  forgiven  for 
thinking  that  such  pre-eminence  might  come  at  a 
price  — less  contact  with  students,  the  delegation 
of  teaching  duties  to  others  in  the  department,  and 
generally,  less  attention  paid  to  the  home  front.  Yet 
nothing  could  be  further  from  the  tmth.  For  34  years, 
while  his  fame  has  grown  steadily,  he  has  shown 
us  clearly  that  his  priorities  are  here  — with  his 
family,  first  and  foremost,  with  his  students  and  the 
institution,  and  with  the  state.’’ 

“It  is  tme  that  he  belongs  to  the  world,’’  Dr. 
Nelson  said,  “but  it’s  also  tme  that  by  his  own 
choice,  he  belongs  most  closely  to  us.’’  ★★★ 
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SPECIAL  ARTICLE 


Address  of  the  President 


DAVID  R.  STECKLER,  M.D. 


Thank  you,  Dr.  Waites  and  members  of  this  House 
of  Delegates. 

This  marks  the  end  of  my  term  as  president  of 
our  association.  I take  with  me  many  fond  memories 
and  a better  appreciation  of  what  it  means  to  be  a 
member  of  our  profession. 

It’s  customary  at  this  time  for  the  holder  of  this 
office  to  give  an  overview  of  what  he’s  heard,  seen 
and  thought. 

First,  I want  to  thank  all  of  you  who  have  served 
in  county  and  state  offices  this  year  for  your  lead- 
ership on  behalf  of  our  profession.  You  made  my 
term  of  office  a lot  easier. 

I also  want  to  acknowledge  particularly  the  work 
of  the  president  of  our  MSMA  Auxiliary,  Mrs.  Ruth 
Smith.  Ruth  and  I have  been  down  many  of  the 
same  highways  during  the  year.  A lot  of  them  have 
been  bumpy,  but  Ruth  has  served  with  endurance 
and  grace. 

My  travels  around  the  state  and  country  have  left 
me  with  many  impressions  about  organized  medi- 
cine and  our  profession.  The  impressions  concern 
organization,  responsibilities,  and  public  image,  and 
all  are  related. 

From  an  organizational  standpoint,  I have  be- 
come even  more  convinced  that  there  must  be  one 
entity  representing  our  profession  in  the  political 
and  socioeconomic  arenas  on  the  county,  state  and 
national  levels.  Name  it  what  you  want  — that  or- 
ganization must  be  patterned  after  the  county  so- 
ciety, state  society  and  the  American  Medical  As- 
sociation. 

Our  numbers  are  not  great  enough  to  divide  into 
different  camps  seeking  different  goals  and  we  must 
have  a national  organization  that  begins  at  the  grass- 
roots. The  AM  A is  serving  that  role,  but  lacks  the 
full  support  of  all  physicians.  This  is  unfortunate 
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because  if  the  AM  A can  succeed  as  it  does  now, 
just  think  what  it  could  accomplish  with  all  of  us! 

Next,  I believe  we  must  assume  and  demonstrate 
more  responsibility  for  efficient  utilization  of  the 
health  care  system  in  our  country. 

With  Medicare  Part  B expenditures  going  up  15- 
20  percent  a year,  37  million  people  without  health 
insurance  coverage  in  a country  spending  more  per 
capita  for  health  care  than  any  country  in  the  world, 
and  89  percent  of  the  American  people  indicating 
they  see  a need  for  fundamental  change  in  the  di- 
rection and  structure  of  our  health  system  — it 
doesn’t  take  a genius  to  realize  that  our  profession 
has  a challenge  — and  an  opportunity  to  address 
growing  concerns  about  the  efficiency  of  our  health 
care  system. 

Projects  such  as  the  AMA/Rand  Corporation  ef- 
fort to  develop  parameters  of  care  should  be  ex- 
panded to  include  cost  of  care  alternatives.  These 
projects  should  receive  our  full  support  and  partic- 
ipation. 

Dr.  Robert  J.  Blendon  of  Harvard,  speaking  at 
the  AMA  Leadership  Conference  in  February  of  this 
year,  stated  the  majority  of  the  American  people 
surveyed  favored  the  Canadian  health  system  as 
compared  to  ours.  He  stated  that  the  “public  per- 
spective is  what  drives  change.’’ 

We  need  to  take  a leadership  role  in  efforts  to 
reduce  the  cost  of  medicine.  We  can  change  the 
public  perspective  by  doing  something  about  the 
rising  costs  of  medicine  instead  of  studying  it  as  we 
(the  AMA)  have  been  doing  in  the  past. 

As  you  can  see,  I can  support  the  AMA  without 
always  agreeing  with  its  policies. 

I would  like  to  recommend  that  the  AMA  assume 
a leadership  role  in  developing  methods  to  lower 
the  cost  of  medicine.  This  should  then  be  dissem- 
inated to  the  membership  through  continuing  edu- 
cation. I believe  this  would  negate  the  necessity  for 
the  federal  government  to  control  the  cost  of  health 
care  and  this  is  the  track  we  are  on  now. 
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Finally,  there  is  the  public  image  in  our  profes- 
sion, where  unfortunately,  there  is  a growing  per- 
ception that  we  are  motivated  more  by  pocketbook 
issues  than  patient  concerns. 

This  perception  can’t  be  changed  by  implement- 
ing an  expensive  public  relations  program.  It  must 
be  changed  by  our  individual  commitment  to  the 
care  of  patients  regardless  of  their  ability  to  pay. 
The  “Senior  Care”  program  we  implemented  this 
year  can  demonstrate  this  commitment.  Participa- 
tion in  the  Medicaid  program  can  demonstrate  this 
commitment. 

Unfortunately  many  of  us  rely  on  our  colleagues 
to  participate  in  such  programs  as  Medicaid  and 
“Senior  Care”  while  at  the  same  time  we  worry 
about  the  image  of  our  profesion. 

This  past  year  our  legislators  considered  a bill  to 
mandate  participation  in  the  Medicare  and  Medicaid 
programs . 

Let’s  demonstrate  our  commitment  to  patient  care 
by  participating  in  Medicaid  and  “Senior  Care”  and 
negate  the  necessity  for  such  legislation. 

Your  delegate  folder  contains  the  business  we 
have  been  about  this  past  year.  I want  to  particularly 
note  some  of  the  highlights  of  the  various  reports 
of  your  Board  and  Councils. 


Probably  no  project  in  the  history  of  our  asso- 
ciation is  more  important  to  its  future  than  the  stra- 
tegic plan  you  have  before  you.  I urge  you  to  care- 
fully consider  the  direction  the  plan  takes  various 
organizations  sponsored  and  organized  by  our  as- 
sociation through  this  House  of  Delegates. 

This  past  year  marked  the  largest  expansion  in 
the  Mississippi  Medicaid  program  since  its  enact- 
ment. Many  of  us  have  participated  in  and  worked 
hard  for  this  expansion  but  I want  to  particularly 
note  the  efforts  of  our  president-elect.  Dr.  Ed  Hill 
and  immediate  past-president.  Dr.  Lamar  Weems. 

Finally,  we  are  looking  at  some  potentially  de- 
visive  issues  on  the  disposal  of  waste  and  specifi- 
cally, medical  waste.  I would  encourage  each  of 
you  to  become  knowledgeable  about  this  subject 
and  become  leaders  in  your  community  for  a so- 
lution. 

I want  to  express  special  thanks  to  Charlie  Ma- 
thews and  the  MSMA  staff  for  making  my  job  eas- 
ier. 

I want  to  end  the  year  as  I began  last  year  — 
namely,  to  thank  you  for  the  honor  of  being  elected 
president  of  this  organization  and  to  acknowledge 
my  family  for  their  support.  I shall  always  be  grate- 
ful to  you  both.  ★★★ 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
211  E.  Pearl  St.  /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 


U, 


260 


JOURNAL  MSMA 


Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Mediciis,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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THE  PRESIDENT’S  PAGE 

J.  EDWARD  HILL,  M.D. 

Our  Real  Power  — A Myth 

Debate  over  whether  basic  medical  care  and  benefits  is  a right  or  a privilege  appears 
to  be  over.  The  overwhelming  consensus  is  that  basic  health  care  is  a right,  and  that  right 
must  be  honored.  Central  to  this,  the  great  question  now  is  how  best  to  provide  quality 
care  that  all  American  citizens  can  afford.  Great  concerns  are  raised  about  how  to  meet 
the  health  care  needs  of  our  growing  elderly  population,  the  indigent,  and  the  uninsured. 

A related  question  is  the  likelihood  that  every  citizen  can  have  access  to  a well-trained, 
competent  primary  care  medical  person  who  will  provide  preventive  medical  concepts, 
risk  factor  control,  and  lifestyle  education  — proven  ways  of  cutting  the  cost  of  medical 
care.  Some  are  asking  why  we  are  unable  to  train  enough  primary  care  medical  persons 
to  meet  this  enormous  need.  If  this  significant  lack  of  primary  care  physicians  is  one  of 
the  most  urgent  issues  in  medicine  in  America  today,  then  should  we  not  be  about 
correcting  the  problem,  individually  and  collectively? 

Another  dilemma  is  the  question  of  whether  access  and  quality  of  care  for  the  poor 
and  uninsured  is  actually  the  responsibility  of  physicians  at  all,  or  whether  it  falls  within 
the  purview  of  the  public  and  politicians.  Some  argue  that  solutions  to  those  problems 
should  be  found  within  another  social  service  context,  and  yet  others  in  medical  circles 
complain  about  politicians  and  social  service  persons  who  make  legitimate,  conscientious 
and  sincere  attempts  to  try  to  meet  this  responsibility. 

From  all  sides,  I hear  the  argument  that  eliminating  waste  in  the  medical  system  would 
truly  impact  on  the  excessive  cost  without  adversely  affecting  quality  of  care.  I hear  this 
from  politicians  who  allege  fraudulent  practices  by  physicians  while  overlooking  the 
greatest  source  of  waste  in  the  system  — bureaucratic  manipulation  and  regulation. 

Even  organized  medicine,  with  all  its  resources  and  energy,  has  not  been  able  to  find 
all  the  answers  to  these  questions.  We  all  have  the  feeling  that  the  war  is  being  lost,  even 
though  we  are  winning  some  individual  battles  here  and  there.  Also,  we  are  all  somewhat 
disappointed  that  our  own  patients,  who  love  us  individually  (but  collectively  may  not 
hold  such  admiration  for  us),  do  not  seem  to  comprehend  the  consequences  of  a health 
care  system  that  will  be  fettered  by  cost-cutting  mechanisms  that  will  certainly  impact 
on  quality  of  care. 

The  real  power  in  our  ability  to  preserve  the  good  parts  of  a medical  delivery  system 
and  eliminate  the  bad  parts  probably  rests  with  our  patients.  We  physicians  seem  to 
operate  under  a myth  — the  belief  that  we  are  communicating  with  our  patients.  I dare- 
say that  less  than  one  percent  of  us  ever  communicate  with  patients  in  a way  that  they 
truly  understand  our  viewpoints  concerning  health  care  problems. 

Perhaps  it  is  time  for  organized  medicine  to  try  to  correct  this  mythological  perception 
that  we  have  of  ourselves  and  take  these  concerns  directly  to  our  patients  in  an  organized, 

(Continued  on  page  279) 
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Tribute  to  Dr.  Guyton 
Is  Appropriate 

Mississippi  Senate  Concurrent  Resolution  No. 
564,  “A  Concurrent  Resolution  Commending  Dr. 
Arthur  Clifton  Guyton  for  his  outstanding  contri- 
butions to  humanity  and  congratulating  him  upon 
the  occasion  of  his  retirement,  August  25,  1989,” 
and  Senate  Concurrent  Resolution  No.  638,  “A 
Concurrent  Resolution  extending  an  invitation  to 
our  fellow  Americans  and  to  the  National  Media  to 
join  the  State  of  Mississippi  in  celebrating  Arthur 
C.  Guyton  Day  on  August  25,  1989,”  have  set  the 
stage  for  appropriately  honoring  the  outstanding  ca- 
reer of  Dr.  Arthur  C. Guyton.  Mississippi  physicians 
are  encouraged  to  participate  in  the  numerous  events 
scheduled  for  this  occasion. 

The  Publications  Committee  of  your  association 
unanimously  voted  to  participate  in  these  activities 
honoring  Mississippi’s  most  distinguished  physi- 
cian by  including  in  the  August  1989  issue.  Volume 
30,  Number  8,  Journal  of  the  Mississippi  State 
Medical  Association,  a tribute  to  Dr.  Arthur  C. 
Guyton. 

Dr.  Guyton  has  been  honored  by  so  many  national 
and  international  societies,  organizations,  and  col- 
leagues that  it  is  extremely  difficult  to  find  words 
that  do  not  paraphrase  others  recognizing  his  con- 
tributions. However,  many  Mississippi  physicians 
are  distinguished  from  the  other  groups  by  having 
had  the  privilege  and  pleasure  of  being  a student  in 
the  classroom  and  laboratory  of  Dr.  Guyton.  Be- 
cause of  this,  we  do  not  have  to  rely  on  the  reports 
and  reviews  of  others  to  know  what  he  has  accom- 
plished. As  practicing  physicians,  we  also  know 
what  his  contributions  to  clinical  medicine  have 
meant  to  us  and  our  patients. 

Words  cannot  adequately  express  the  profound 
respect  Mississippi  physicians  have  for  Dr.  Arthur 
Clifton  Guyton.  All  attempts  to  adequately  express 
our  thoughts  in  writing  would  be  lengthy  and  yet 
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still  fall  short  of  our  expected  goal.  We  do,  how- 
ever, gratefully  express  our  appreciation  and  thanks 
for  his  profound  contributions  to  humanity. 

Myron  W.  Lockey,  M.D. 

Editor 


— Resolution  — 

House  of  Delegates 
Mississippi  State  Medical  Association 

WHEREAS,  the  medical  profession  of  Mississippi 
wishes  to  recognize  and  commend  Dr.  Arthur  C.  Guy- 
ton for  his  many  contributions  to  our  profession,  state, 
and  nation;  and 

WHEREAS,  he  has  greatly  distinguished  himself 
as  a scientist  and  teacher;  and 

WHEREAS,  his  many  accomplishments  include 
authorship  of  the  Textbook  of  Medical  Physiology , the 
most  widely  used  physiology  textbook  in  the  world; 
and 

WHEREAS,  he  played  a leading  role  in  the  estab- 
lishment of  the  University  of  Mississippi  Medical 
Center  in  1955;  and 

WHEREAS,  he  has  personally  taught  over  4,000 
members  of  our  profession;  and 

WHEREAS,  he  is  world  renowned  for  his  contri- 
butions in  the  field  of  cardiovascular  physiology;  Now, 
Therefore,  Be  It 

RESOLVED,  that  the  House  of  Delegates  of  the 
Mississippi  State  Medical  Association  in  Annual  Ses- 
sion on  June  4,  1989  does  acknowledge  and  commend 
Dr.  Arthur  C.  Guyton  for  his  many  contributions  to 
our  profession,  state  and  nation  as  a scientist  and 
teacher. 

ADOPTED;  June  4,  1989 

ATTESTED;  ^ 

^James  C.  Waites,  M.D.,  Speaker 
House  of  Delegates 
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COMMENT 


Turning  off  the  T.V.  to  protect  children  from 
learning  about  sex,  or  opposing  school  health  ed- 
ucation just  won’t  work.  There  are  too  many  doc- 
umented studies  that  demonstrate  the  positive  ef- 
fects of  comprehensive  school  health  education, 
including  sex  education,  for  Mississippians  to  bury 
their  heads  in  the  sand. 

Available  studies  have  found  no  association  be- 
tween the  probability  of  initiating  sexual  activity 
and  having  had  sex  education  (Zelnik  and  Kim, 
1982;  Kirby,  1984;  Furstenberg,  1985;  Marsiglio 
and  Mott,  1986;  Dawson,  1986). 

Why  should  sex  education  be  taught  in  public 
schools?  A U.S.  Department  of  Education  report 
entitled  “Youth  Indicators  1988’’  shows  students 
in  the  class  of  1988  spend  more  time  watching  T.V. 
than  reading,  spending  time  with  friends,  or  playing 
sports.  Almost  one  fourth  of  the  American  popu- 
lation (adults  and  youth)  spends  every  weekday  in 
school.  The  U.S.D.E.  also  reports  that  the  propor- 
tion of  high  school  seniors  who  attend  religious 
services  weekly  has  declined  steadily  since  1980. 
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Because  schools  have  become  the  one  place  where 
we  are  certain  to  reach  all  children,  it  is  imperative 
to  include  health  education  along  with  reading,  writ- 
ing, and  arithmetic.  Schools  have  always  been  our 
best  vehicle  for  educating  our  youth  about  any  sub- 
ject that  could  prepare  them  for  their  future.  Health 
education  is  a necessary  subject  for  everyone’s  fu- 
ture. 

School  health  education  must  be  comprehensive 
in  nature  if  we  hope  to  impact  the  health  status  of 
Mississippians.  Injuries  are  the  leading  cause  of  death 
in  1 -44-year-olds.  In  1987,  241  fifteen  to  twenty- 
four  year  olds  died  as  the  result  of  an  auto  accident 
(many  were  alcohol  related).  Mississippi  ranks  in 
the  top  five  states  for  rates  of  both  syphilis  and 
gonorrhea.  Mississippi  youth  continue  to  smoke  (10- 
20%),  and  many  have  used  alcohol  (60%  beer  and 
49%  liquor),  and  other  drugs.  Last  year,  a Missis- 
sippi State  Department  of  Health  survey  of  10th, 
11th,  and  12th  graders  showed  that  4.4%  had  in- 
jected illicit  drugs.  Although  we  don’t  have  com- 
prehensive data,  students  across  the  state  have  little 
information  about  good  nutrition,  stress  reduction, 
violence  and  abuse,  first  aid,  and  other  health  top- 
ics. They  do  not  know  where  to  turn  for  this  infor- 
mation, and  therefore  make  uninformed  decisions 
that  may  affect  the  rest  of  their  lives. 

In  most  states  where  health  education,  including 
sex  education  is  part  of  the  curriculum,  the  majority 
of  parents  and  teachers  support  the  idea  (Louis  Har- 
ris, 1988;  Forrest  and  Silverman,  1989).  For  us, 
.health  education  is  the  best  tool  for  prevention;  not 
just  of  teen  pregnancy,  but  for  sexually  transmitted 
diseases  including  AIDS,  deaths  and  disability  due 
to  injuries,  substance  abuse,  obesity  and  poor  nu- 
trition, dental  disease,  and  the  identification  of  men- 
tal illness.  The  health  education  we  advocate  fo- 
cuses on  abstinence,  age-appropriate  information  and 
decision  making  skills.  It  must  involve  the  entire 
community,  and  include  parents  in  the  planning  and 
improvement  processes. 

Yes,  school  health  education  is  a complex  issue. 
It  is  an  issue  that  is  an  educational,  economic,  and 
social  one,  as  well  as  a public  health  issue.  If  Mis- 
sissippi is  to  turn  the  comer  in  any  of  these  areas, 
well  planned  health  education  must  be  one  catalyst 
for  change. 


Ellen  Shea  Jones 
Dr.  Mary  Currier 
Jane  Lee 

Mississippi  State  Department  of  Health 
Jackson,  MS 
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MEDICAL  ORGANIZATION 


Dr.  Bond  Receives  Award 
As  Top  Medical  School  Graduate 


State  to  Pay  Tribute 
to  Dr.  A.  C.  Guyton 

Hundreds  of  Mississippians  will  pay  tribute  to 
Dr.  Arthur  C.  Guyton  in  a two-day  celebration  of 
his  life  and  work.  The  world-renowned  UMC  pro- 
fessor and  author  is  retiring  in  September  from  his 
post  as  chairman  of  physiology  and  biophysics. 

Arthur  Guyton  Day  will  be  celebrated  August  25, 
with  a symposium  on  hypertension.  The  first-come, 
first-served  seminar  for  the  public  and  medical 
professionals  will  be  held  at  the  2,500-seat  Jackson 
Municipal  Auditorium.  Speakers  include  Dr.  Edgar 
Haber  of  Harvard  School  of  Medicine,  Dr.  Norman 
Kaplan  of  the  University  of  Texas  Southwestern 
Medical  Center,  and  Dr.  John  Laragh  of  Cornell 
University  Medical  Center. 

Other  events  on  the  schedule  include  a reception 
and  open  house  on  August  24  and  a banquet  fol- 
lowing the  seminar  on  August  25.  For  information, 
contact  the  Arthur  C.  Guyton  Day  Committee,  (601) 
353-1200. 


280  Receive  Degrees 
At  UMC  Commencement 

Some  280  students  in  the  health  sciences  received 
degrees  in  University  of  Mississippi  Medical  Center 
graduation  exercises  on  Sunday  at  city  auditorium. 

Senator  Thad  Cochran  (R.  Miss.)  spoke  to  grad- 
uates on  “The  Bad  News  Is  Wrong”  in  his  keynote 
address  for  the  33rd  annual  Medical  Center  Com- 
mencement ceremony. 

The  graduate  number  included  100  for  the  MD, 
64  for  the  BS  in  nursing,  30  for  the  DMD,  13  for 
the  master’s  in  nursing,  one  for  the  master  of  sci- 
ence, six  for  the  PhD,  15  for  the  BS  in  health  record 
administration,  23  for  the  BS  in  physical  therapy, 
12  for  the  BS  in  dental  hygiene,  six  for  the  BS  in 
respiratory  care,  eight  for  the  BS  in  medical  tech- 
nology and  two  for  the  BS  in  cytotechnology. 

The  graduates  and  their  families  were  honored  at 
a breakfast  hosted  by  Medical  Center  alumni  and 
at  the  Chancellor’s  reception  earlier  on  Commence- 
ment Day. 


Dr.  Kevin  Henderson  Bond  of  Columbus,  center,  grad- 
uated summa  cum  laude  in  the  School  of  Medicine  at  the 
University  of  Mississippi  Medical  Center  in  Jackson  and 
was  recognized  as  the  top  medical  school  graduate  at 
the  University’ s 33rd  commencement  exercises  May  28. 
He  received  the  University' s Waller  S.  Leathers  Award, 
presented  to  the  student  with  the  highest  academic  av- 
erage for  four  years  in  medical  school.  A member  of  Phi 
Kappa  Phi  and  Alpha  Omega  Alpha,  Dr.  Bond  was  the 
recipient  of  numerous  scholastic  awards.  He  will  do  his 
residency  in  general  surgery  at  Vanderbilt  University 
Hospital  in  Nashville,  Tenn.  With  him  are  Dr.  Norman 
C.  Nelson,  UMC  vice  chancellor  for  health  affairs,  left; 
and  Ole  Miss  Chancellor  R.  Gerald  Turner. 


Dr.  Derrick  Honored 

By  Medical  Assurance  Company 


Arthur  A.  Derrick,  Jr.,  M.D.,  left,  of  Durant  received 
a resolution  from  C.  G.  Sutherland,  M.D.,  medical  di- 
rector for  Medical  Assurance  Company  of  Mississippi 
(MACM),  in  appreciation  for  his  service  to  the  com- 
munity and  the  medical  profession,  and  in  particular, 
for  his  assistance  to  MACM  as  a member  of  the  Risk 
Management  Committee. 
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MSMA's  Tolbert  Award  Presented  at 
UMC  Commencement 


Rebecca  Lynn  Henson  of  Weir,  center,  graduated  summa  cum  laude  from  the  School  of  Health  Related  Professions 
at  the  University  of  Mississippi  Medical  Center’s  33rd  annual  commencement  exercises  on  May  28.  She  received  the 
Dr.  Virginia  Standi  Tolbert  Award  presented  by  the  Mississippi  State  Medical  Association  to  the  outstanding  health 
related  professions  student.  She  earned  a B.S.  degree  in  physical  therapy.  With  her  are,  from  left.  Dr.  Norman  C. 
Nelson,  UMC  vice  chancellor  for  health  affairs;  Dr.  Thomas  E.  Freeland,  dean  of  the  School  of  Health  Related 
Professions;  and  Dr.  Carl  Evers,  medical  school  associate  dean  of  academic  affairs  and  an  MSMA  delegate  to  the 
American  Medical  Association;  and  Ole  Miss  Chancellor  R.  Gerald  Turner. 


Macon  Honors 
Dr.  Tom  Mitchell 


R Faser  Triplett,  M.D.,  left,  president  of  Medical 
Assurance  Company  of  Mississippi  (MACM),  presented 
Tom  H.  Mitchell,  M.D.,  of  Vicksburg  with  a resolution 
in  appreciation  for  his  .service  to  the  community,  to  the 
medical  profession,  and  specifically,  to  MACM  as  a 
member  of  the  Claims  Committee. 


ALA  Presents  Achievement 
Medal  to  Dr.  Campbell 


Guy  D.  Campbell,  M.D.,  of  Jackson,  right,  received 
the  Will  Ross  Medal  from  the  American  Lung  Associa- 
tion. The  award  recognizes  a lifetime  of  distinguished 
service  to  the  ALA.  With  Dr.  Campbell  is  Dr.  G.  Boyd 
Shaw,  M.D.,  president  of  the  Mississippi  Lung  Associ- 
ation, who  made  the  presentation  at  the  ALA  Board  of 
Directors  meeting  in  Cincinnati,  Ohio. 
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UMC  Announces 
Faculty  Appointments 

Twenty-nine  have  been  named  in  faculty  appoint- 
ments to  the  Schools  of  Medicine,  Health  Related 
Professions  and  Dentistry  and  centerwide  at  the  Uni- 
versity of  Mississippi  Medical  Center  for  the  current 
academic  session. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  for 
health  affairs,  announced  the  appointments  follow- 
ing approval  by  the  Board  of  Trustees  of  State  In- 
stitutions of  Higher  Learning. 

In  the  School  of  Medicine,  Dr.  Fredrick  H.  Ship- 
key  was  named  professor  of  pathology. 

Dr.  Guillermo  A.  Herrera  was  appointed  asso- 
ciate professor  of  pathology  and  Dr.  Galen  V.  Poole, 
Jr.,  associate  professor  of  surgery. 

Appointed  to  the  rank  of  assistant  professor  were 
Dr.  Richard  W.  Finley,  Dr.  Andrew  C.  Lin  and  Dr. 
David  H.  Mulholland  in  medicine;  Dr.  David  M. 
DeBauche  in  preventive  medicine;  Dr.  Colette  C. 
Parker  and  Dr.  Emily  S.  Pender  in  pediatrics;  Dr. 
Farid  F.  Muakkassa,  in  surgery  and  anesthesiology; 
Dr.  Brett  L.  Arron,  in  anesthesiology;  Dr.  Scott  H. 
McPherson  in  radiology;  and  Dr.  Haynes  L.  Harkey 
III  in  neurosurgery. 

Named  instructors  were  Dr.  Michael  R.  Byers 
and  Dr.  Grace  G.  Shumaker  in  medicine;  Dr.  Yutaro 
Shiota  and  Dr.  Donna  C.  Sullivan  in  medicine  (re- 
search); Dr.  Elba  A.  Turbat-Herrera  in  pathology; 
Dr.  Barbara  M.  Melvin,  Dr.  Melinda  S.  Ray  and 
Dr.  Suzanne  B.  Senter,  in  pediatrics;  and  Dr.  Peter 
B.  Wilton  in  surgery. 

In  the  School  of  Health  Related  Professions,  Lor- 
raine M.  Street  and  Joyce  R.  Titus  were  named 
instructors  in  occupational  therapy. 

In  the  School  of  Dentistry,  Dr.  Dewey  M.  Metts, 
Jr.  was  named  assistant  professor  of  oral  and  max- 
ilofacial  surgery. 

Dr.  Michael  W.  Brands,  Dr.  William  J.  Gay  and 
Dr.  Salah  P.  Kivlighn  were  named  instructors  in 
physiology  in  biophysics  in  appointments  center- 
wide. 

Dr.  Shipkey  earned  the  B.Sc.  in  1950  at  the  Uni- 
versity of  Nebraska  and  the  M.D.  in  1952  at  George 
Washington  University.  He  took  his  internship  at 
the  Mallory  Institute  of  Pathology  at  Boston  City 
Hospital,  with  residencies  there  and  with  the  Me- 
morial Sloan-Kettering  Cancer  Center  at  the  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases  in 
New  York,  where  he  was  chief  resident  and  pa- 
thology research  fellow  and  at  the  Institute  Jules 
Bordet  in  Brussels,  where  he  was  an  electron  mi- 
croscopy research  fellow.  He  served  in  the  100th 


Infantry  Division  of  the  U.S.  Army  from  1943- 
1946.  He  has  held  numerous  medical  staff  appoint- 
ments in  the  U.S.  and  Saudi  Arabia  and  has  been 
a member  of  the  medical  school  faculty  at  Tufts 
University,  Johns  Hopkins  University,  Baylor  Uni- 
versity, University  of  Tennessee  Health  Science 
Center,  University  of  Texas  Health  Sciences  Center 
at  Dallas  and  King  Saud  University  in  Riyadh,  Saudi 
Arabia,  where  he  had  been  professor  of  pathology 
since  1986. 

Dr.  Herrera  took  his  premedical  studies  at  the 
University  of  Miami  and  earned  the  M.D.,  cum 
laude,  in  1975  at  the  University  of  Puerto  Rico.  He 
took  his  internship  and  residency  at  Brooke  Army 
Medical  Center,  where  he  was  chief  resident  of  pa- 
thology. He  has  served  in  the  U.S.  Army  and  the 
Army  Reserves  Medical  Corps,  for  which  he  was 
appointed  a Lieutenant  Colonel  in  1988.  He  has  held 
faculty  appointments  at  the  Universidad  Autonoma 
and  the  University  of  Alabama  at  Birmingham;  and 
has  been  a member  of  the  medical  staff  of  Brooke 
Army  Medical  Center,  Walter  Reed  Army  Medical 
Center,  William  Beaumont  Army  Medical  Center, 
Veterans  Administration  Medical  Center  at  Bir- 
mingham, and  the  Good  Samaritan  Hospital  Palm 
Beach  Pathology  in  Palm  Beach,  Florida,  where  he 
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was  associate  pathologist  and  director  of  electron 
microscopy  and  renal  pathology  since  1988. 

Dr.  Poole  earned  the  A.B.,  magna  cum  laude,  in 
1973  at  Hanover  College  and  the  M.D. , with  highest 
distinction,  in  1978  at  the  University  of  Kentucky. 
He  took  his  internship  and  residency  at  Wake  Forest 
University  Medical  Center  in  Winston-Salem,  North 
Carolina,  and  a fellowship  at  the  Bowman  Gray 
School  of  Medicine,  where  he  was  the  Bradshaw 
Fellow  in  Surgical  Research.  He  has  been  a member 
of  the  medical  staff  at  the  U.S.  Air  Force  Hospital 
at  Chanute  AFB  and  the  Carle  Foundation  Hospital 
at  Urbana,  Illinois,  where  he  also  was  instructor  in 
the  general  practice  dental  residency  program.  He 
has  been  on  the  clinical  faculty  at  the  University  of 
Illinois  College  of  Medicine  at  Urbana-Champaign. 

Dr.  Finley  earned  the  B.S.  in  1971  and  the  M.S. 
in  1974  at  the  University  of  Denver  and  the  M.D. 
in  1976  at  Tulane  University.  He  took  his  internship 
and  residency  at  Rush  Presbyterian  St.  Luke’s  Med- 
ical Center  in  Chicago,  Illinois,  where  he  was  ap- 
pointed to  the  medical  staff  in  1979.  He  worked 
with  the  World  Health  Organization  Immunology 
Research  and  Training  Center,  Hopital  Cantonal  at 
Geneva,  Switzerland,  before  taking  a fellowship  at 
the  University  of  Colorado  Health  Sciences  Center 
in  1982.  He  also  took  a fellowship  with  the  National 
Institutes  of  Health  in  Bethesda,  Maryland,  and  has 
held  medical  staff  appointments  at  hospitals  in  Il- 
linois, Maryland  and  Denver. 

Dr.  Lin  earned  the  B.S.  in  1975  at  Far  Eastern 
University  School  of  Medical  Technology  in  the 
Philippines  and  the  M.D.,  cum  laude,  in  1979  at 
the  Far  Eastern  University  Institute  of  Medicine.  He 
took  his  internship  at  the  Chinese  General  Hospital 
and  Bicol  Sanitarium  and  residencies  at  the  Uni- 
versity of  the  Philippines-Philippine  General  Hos- 
pital and  at  the  University  of  Mississippi  Medical 
Center,  where  he  completed  a fellowship  in  infec- 
tious diseases  in  1988. 

Dr.  Mulholland  earned  the  B.A.  in  1975  at  Ole 
Miss  and  the  M.D.  in  1980  at  the  University  Med- 
ical Center,  where  he  took  his  internship  and  resi- 
dency and  was  a fellow  in  cardiology  prior  to  his 
appointment  to  the  faculty.  He  was  on  the  medical 
staff  of  the  Hinds  County  Health  Department  from 
1983-1986. 

Dr.  DeBauche  earned  the  B.S.  cum  laude,  in 
1979  ai  St.  Norbert  College  in  DePere,  Wisconsin 
and  the  Ph  D,  in  1985  at  Marquette  University  at 
Milwaukc  wiiere  he  took  his  predoctoral  fellow- 
ship and  w he  Arthur  .1.  Schmitt  Fellow.  He  com- 


pleted his  postdoctoral  fellowship  at  the  Medical 
University  of  South  Carolina  at  Charleston  in  1989. 

Dr.  Parker  earned  the  B.S.  in  1980  at  Mississippi 
College  and  the  M.D.  in  1984  at  UMC,  where  she 
took  her  internship  and  residency,  and  has  been  a 
fellow  in  pediatric  neurology  since  1986. 

Dr.  Pender  earned  the  B.S.,  summa  cum  laude, 
in  1977  at  Delta  State  University  and  the  M.D.  in 
1981  at  UMC,  where  she  took  her  internship  and 
residency.  She  was  in  private  practice  in  Rosedale 
from  1983-1985,  and  took  a fellowship  in  pediatric 
emergency  medicine  at  the  Hospital  for  Sick  Chil- 
dren in  Toronto,  Canada  in  1987.  She  has  been  on 
the  medical  staff  of  the  Children’s  Hospital  and 
coordinator  of  emergency  pediatrics  at  St.  Antho- 
ny’s Hospital  in  Denver  since  1988. 

Dr.  Muakkassa  earned  the  B.Sc.  in  1979  and  the 
M.D.  in  1983  at  the  American  University  of  Beirut, 
where  he  also  took  his  internship.  He  took  his  res- 
idency at  St.  Francis  Medical  Center  in  Trenton, 
New  Jersey,  and  was  chief  resident  in  surgery.  He 
has  been  a critical  care  and  trauma  fellow  at  the 
University  of  North  Carolina  at  Chapel  Hill  since 
1988. 

Dr.  Arron,  a 1977  graduate  of  the  University  of 
Vermont,  earned  the  M.D.  in  1981  at  Tulane  Uni- 
versity. He  took  residencies  at  the  Mayo  Clinic 
Graduate  School  of  Medicine  and  at  Tulane  Uni- 
versity, where  he  also  took  a year  of  postdoctoral 
research,  and  has  been  chief  resident  in  anesthesia 
since  1986.  He  also  has  held  medical  staff  appoint- 
ments at  Tulane  Medical  Center,  Touro  Hospital, 
Pendleton-Methodist  Hospital,  Riverside  Medical 
Center  and  Charity  Hospital  of  New  Orleans. 

Dr.  McPherson  earned  the  B.S.  in  1980  at  Mis- 
sissippi State  University  and  the  M.D.  in  1984  at 
UMC.  He  took  his  internship  at  the  University  of 
Arkansas  for  Medical  Sciences  and  residency  at 
UMC,  where  he  was  chief  resident  in  radiology. 

Dr.  Harkey,  a 1974  graduate  of  Millsaps  College 
earned  the  M.S.  in  1977  at  Northeast  Louisiana 
University  in  Monroe  and  the  M.D.  in  1983  at  Lou- 
isiana State  University.  He  took  his  internship  and 
residency  at  UMC. 

Dr.  Byers  earned  the  B.S.  at  Millsaps  College 
and  the  M.D.  in  1985  at  the  University  of  Missis- 
sippi Medical  Center,  where  he  took  his  internship 
and  completed  his  residency  in  June,  1989. 

Dr.  Shumaker  earned  the  B.S.  in  1982  at  Mis- 
sissippi State  University  and  the  M.D.  in  1986  at 
the  University  of  Mississippi  Medical  Center,  where 
she  took  her  internship  and  residency. 

Dr.  Shiota  earned  the  B.D.  in  1953  at  Yamaguchi 
University  School  of  Medicine  at  Ube,  Japan.  He 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  sen/ices  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


UMC  FACULTY/Continued 

took  his  internship  at  Shinnanyou  Hospital  at  Shin- 
nanyou,  Yamaguchi  and  a residency  at  Kagawa- 
rousai  Hospital  at  Marugame,  Kagawa.  He  has  held 
medical  education  and  staff  appointments  at  Oka- 
yama University  School  of  Medicine  and  National 
Okayama  Hospital  in  Okayama  and  had  been  at  the 
Ehime  Prefectural  Central  Hospital  at  Matsuyama, 
Ehime  since  1985. 

Dr.  Sullivan  earned  the  B.S.  in  1975  at  Millsaps 
College  and  the  Ph.D.  in  1986  at  Louisiana  State 
University.  She  has  been  a research  associate  and 
teaching  assistant  at  the  University  of  Mississippi 
Medical  Center  and  a research  assistant  at  the  Uni- 
versity of  Tennessee  Center  for  the  Health  Sciences. 
She  took  her  postdoctoral  fellowship  at  LSU  Med- 
ical Center  prior  to  her  appointment  to  the  UMC 
faculty. 

Dr.  Turbat-Herrera  earned  the  B.A.  in  1972  at 
the  University  of  Miami  and  the  M.D.  in  1985  at 
the  University  of  Alabama  at  Birmingham,  where 
she  took  her  internship  and  residency.  She  also  took 
a year’s  residency  at  Mount  Sinai  Medical  Center 
in  Miami,  Florida. 

Dr.  Melvin  earned  the  B.S. , cum  laude,  in  1980 
at  Millsaps  College  and  the  M.D.  in  1985  at  UMC, 
where  she  took  her  internship  and  residency  and  has 
been  a fellow  in  ambulatory  pediatrics  since  1988. 

Dr.  Ray  earned  the  B.A.,  cum  laude,  in  1981  at 
Ole  Miss  and  the  M.D.  in  1986.  She  took  her  in- 
ternship at  UMC,  where  she  is  chief  resident  in 
pediatrics. 

Dr.  Senter  earned  the  B.S.  in  1982  at  the  Uni- 
versity of  New  Orleans  and  the  M.D.  in  1986  at 
Louisiana  State  Medical  Center.  She  completed  her 
residency  at  the  University  of  Mississippi  Medical 
Center  in  June  1989. 

Dr.  Wilton  earned  the  B.Sc.  in  1976,  the 
B. Sc. Hons,  in  1977  and  the  M.B.  B.Ch.  in  1980 
at  the  University  of  Witwatersrand  at  Johannesburg, 
South  Africa,  where  he  also  took  his  internship  and 
residency.  He  has  been  a resident  in  general  surgery 
at  the  University  of  Minnesota  since  1982. 

Ms.  Street  earned  the  B.A.  in  1980  at  Ole  Miss 
and  the  master’s  in  occupational  therapy  in  1984  at 
Texas  Women’s  University  at  Denton.  She  has  been 
on  the  occupational  therapy  staff  at  Memorial  Hos- 
pital Northwest  at  Houston,  Texas,  the  Greater  Mis- 
sissippi Orthopedic  Clinic  and  Magnolia  Health 
Seri'ices  Center  at  Oxford,  Lakeshore  Mobile  Re- 
habilitation Center  at  Mobile,  Alabama,  Sun  Coast 
Center  foi  Rehabilitation  at  Gulfport,  and  Health 
South  Rehabilitation  Center  at  Jackson.  She  had 
been  director  of  occupational  therapy  at  the  Mis- 


sissippi Children’s  Rehabilitation  Center  since  July 
1988. 

Ms.  Titus  earned  the  B.S.  in  1972  at  the  Uni- 
versity of  Washington  at  Seattle.  She  has  been  on 
the  occupational  therapy  staff  at  the  Veteran’s 
Administration  Medical  Center  at  Vancouver, 
Washington,  director  of  occupational  therapy  at 
Psychiatric  Day  Center  of  Marin  at  San  Rafael,  Cal- 
ifornia, and  chief  of  occupational  therapy  at  the 
Veteran’s  Adminsistration  Medical  Center  at  Mar- 
tinez, California.  She  was  associate  professor  of 
occupational  therapy  at  San  Jose  State  University 
from  1980-1985,  and  had  been  director  of  occu- 
pational therapy  and  coordinator  of  life  skills  and 
fine  arts  at  the  Mississippi  State  Hospital  at  Whit- 
field since  1986. 

Dr.  Metts  earned  the  D.D.S.  in  1950  at  the  Uni- 
versity of  Tennessee  College  of  Dentistry  and  took 
post  graduate  training  at  New  York  University  Col- 
lege of  Dentistry.  He  took  his  residency  in  oral 
surgery  at  the  Confederate  Memorial  Hospital  at 
Shreveport,  Louisiana,  and  has  been  chief  of  oral 
surgery  at  the  USAF  Hospital  at  Clark  Air  Force 
Base  in  the  Philippines,  Maxwell  AFB  Hospital  at 
Montgomery,  Alabama,  and  Keesler  AFB  Medical 
Center  in  Biloxi.  He  has  been  a training  officer  in 
oral  surgery  at  Wilford  Hall  Hospital  at  Lackland 
AFB  and  has  held  military  appointments  as  assistant 
professor  of  oral  surgery  and  clinical  surgery  at  the 
University  of  Texas  at  San  Antonio,  Texas.  He  also 
has  been  a member  of  the  dental  staff  at  a number 
of  Mississippi  Coast  hospitals.  He  has  been  in  pri- 
vate dental  practice  in  Biloxi  since  his  retirement 
at  the  rank  of  Colonel  in  1972  from  the  U.S.  Air 
Force  after  26  years  of  active  service. 

Dr.  Brand  earned  the  B.S.  in  1983  at  Rockhurst 
College  at  Kansas  City,  Missouri  and  the  Ph.D.  in 
1988  at  the  University  of  Missouri  at  Columbia.  He 
had  been  a research  associate  in  physiology  and 
biophysics  at  UMC  since  1988. 

Dr.  Gay  earned  the  B.S.  in  1979,  with  highest 
honors,  at  Auburn  University  and  the  M.D.  in  1984 
at  the  University  of  Alabama  School  of  Medicine. 
He  took  a residency  at  Lloyd  Noland  Hospital  at 
Fairfield,  Alabama,  where  he  became  a member  of 
the  medical  staff  in  1986.  He  came  to  the  Medical 
Center  in  1987  as  a graduate  research  associate  and 
has  been  a postdoctoral  fellow  in  physiology  and 
biophysics  since  1988. 

Dr.  Kivlighn  earned  the  B.S.  in  1979  at  Iowa 
State  University  and  the  Ph.D.  in  1989  at  the  Uni- 
versity of  Houston.  He  has  been  a research  associate 
in  physiology  and  biophysics  at  the  Medical  Center 
since  1988. 
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not  be  an  important  factor  in  the  disposition  of  nizabdine  Eloeily  patients  may  have 
reduced  renal  function. 


*^*2QtidinG 


PV  2096  AMP 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


AXID® 

nuaodine  capsules 

BrMSofflmary 

Consult  the  pockso#  Htfitwo  ter  comploti  lotonnatton. 

NNHcstlons  and  UsaQt:  Axld  is  Indicated  for  up  to  eight  weeks  for  the  trsatneni  o( 
active  duodenal  ulcer  Inmost  patients,  the  ulcer  will  heal  within  four  weeks 

Axidis  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  heaJng  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axld  for  longer  than  one  year  are  not  known 
ContraMicatlea;  Axld  1$  contramdlcated  in  pao^  with  known  hypersensitMly  to 
the  drug  and  should  be  used  with  caution  In  patients  with  hypersensitivity  to  o^ 
Hrreceptor  antagonists 
Pracautleoi:  Genera/  - 1.  Symptomatic  response  to  nUaOdme  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2.  Because  nizatidine  is  excreted  pnmartf 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3.  PfurmacokineOcstudiesinpatlentswllhhMuttrenalsyndrornehavenoibeen 
done.PartofthedoseofnizatidineismetabolizedlnlheNver  In  patients  with  normal 
renal  function  and  uncomplicated  hepabc  dysfunction,  the  disposition  of  mzatidme 
is  similar  to  that  in  nonnai  subfects 

Labontory  Tests  - False-positive  tests  for  urobamogen  wrth  MultistK*  may 
occur  dunng  therapy  with  nizatidine 

Drug  intefKtnns  -Ho  (nteracbons  have  been  observed  between  And  and 
theophylline,  chlordiazeponde.  lorazep^.  Iidocalne.  phenytom.  artd  warfann  And 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolczing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibillon  of  hepabc  metabolism  are  not 
expected  to  occur,  in  pabents  given  very  high  doses  (3.900  mo)  of  aspnn  daHy. 
Increases  m serum  salicylate  levels  were  seen  when  nizabdine,  150  mg  b.i.d..  was 
administered  concurrenny. 

Caranogenesis,  Mutagenesis.  Impament  of  fertHity-k  two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/k(Vday  (about  80  times  the 
recommended  dally  therapeutic  dose)  showed  no  evidence  of  a carcmogemc 
effect  There  was  a dose-related  increase  in  the  density  of  enlerochromaffin-iike 
(ECL)  cells  in  the  gastric  oxyntlc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  m the  high-dose  males  as  cornpared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  signincant  increases  m hepatic  carcnoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  htgh-dose  animals  was  within  the 
' ical  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  largpr  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mM  Irver 
injury  (transaminase  elevations).  The  occurrence  of  a margnal  fvKlffw  at  high  d 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  rw 
evidence  of  a carcinogenic  effect  In  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mu 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axld 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled  ONA  < 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  i 
tests,  and  a micronucleus  test 

In  a two-generation,  perinat^  and  postnatal  ferbllty  study  in  rats,  doses  of 


Pregnancy  - rera/ogerwc  Eflects  - Pf^tmcy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  terblfty  or 
teratogenic  effect;  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  White  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^  it  produced  ventncular 
anom^.  distended  abdomen,  spina  bifkJa.  hydrocephaly,  and  enlarged  heart  n one 
fetus  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  If  the  potenbal  benefit  lusO^  the  potenbal  nsk  to  the 


performance  of  parental  animals  or  their  progeny 


were  reported  wrth  equal  freouency  by  pabents  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred 


choknergic-type  effects,  including  lacrimabon.  sairvabon.  emesis,  miosts.  and 
diarrhea.  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.200  mg/kg  m monkeys 
I doses  m the  rat  and  mouse  were  30l 


were  not  lethal  intravenous  median  lethal  doses  m the  rat  and  mouse  were  301 
mgAg  and  232  nrg/kg  respectively. 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  ts  your  certrfled  regional  Poison  Control  Center.  Telephone  numbers 
of  certihed  poison  control  centers  are  listed  m the  Physicms ' Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  nxrlbple  drug  over- 
doses, interacbon  among  drugs,  and  unusual  dn^  kmebcs  in  your  patient 

It  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for 
four  to  six  hours  increased  plasma  cleararKe 
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<0.1%  Of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  et 
proporbon  to  plasma  concentrabons.  Caubon  should  be  exercised  when  admtnis- 
tenng  nizabdine  to  a nursing  mother. 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups.  The  Incidence  rates  of  adverse  events  and  laboratory 


Advert#  Reaettofls;  Clinical  trials  of  nizabdme  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
r^rted  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
O.H).  urbcaria  (0.5%  vs  < 0.01%),  and  somnolence  (2  4%  vs  t .3%)  were  sign/fi- 
canby  more  common  in  the  nizabdine  group  A variety  of  less  common  events  was 
also  r^rted;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

Hepabc  - Hepatoceliular  injury,  evidenced  by  elevated  liver  eruyme  tests  (SGOT 
(ASTj.  SGPT  (ALT),  or  alkaline  priosi^atase).  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabonotSGOT  SbPT  enzymes  (greaterthan  500 IIVL)  and.  in  a single  instance, 
SGPT  was  greater  than  2.000  lU/L.  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significanby  differ  from  bre  rate  of  liver  enzyme  abnormallbes  in  placebo-tr  ' 
pabents.  All  abnormallbes  were  reversible  after  dlsconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  ar>d  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocrine  — Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid.  Impotence  and  decreased  HtHdo 


Hematologic  -Fatal  thrombocytopenia  was  reported  n a pebent  who  was 
treated  with  wd  and  another  Hrreceptor  antagonist  Onprevk  us  occasiohs.  this 
patent  had  experienced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  b^  reported. 

Integuments  - Sweating  and  urbcana  were  reported  signihcantly  more  fre- 
quently in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  etfoiiaOve  d 
bs  were  also  reported 
HypersensitMly  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizatidine  have  been  reported  Because  cross-sen- 
sibvrty  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagorusts 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensiOvrty 
to  these  agents  Rare  episodes  of  hypersensibvtty  reactions  (eg.  bronchospasm. 
' dema.  rash,  and  eosinophilia)  have  been  reported. 

Hyperuncemia  unassocioiea  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administrabon  have  been 
reported 

Overdouge;  Overdoses  of  Axk}  have  been  reported  rarely  The  following  Is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
&gn$  and  Symptoms  -There  is  titbeclmicalexperiencewithoverdosage  of  Axid 
in  humans  Test  animals  that  received  large  do^  of  nizabdine  have  exhibited 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


1 . Data  on  file,  Uiy  Research  Laboratories. 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


NZ-2907-B-949310  ® i989.  eu  uu.yano  company 


Additional  information  available  to  the 
profession  on  request. 


Medico-Legal  Brief 

Terming  Procedure  "Experimental" 

Not  Violation  of  Antitrust 

The  American  Academy  of  Ophthalmology  did 
not  violate  the  antitrust  laws  by  calling  radial  ker- 
atotomy  “experimental,”  a federal  appellate  court 
for  Illinois  ruled. 

Radial  keratotomy  is  a surgical  procedure  to  cor- 
rect nearsightedness.  In  1979,  the  National  Advi- 
sory Eye  Council,  principal  advisor  to  the  National 
Eye  Institute  (part  of  the  National  Institutes  of  Health) 
described  refractive  keratoplasty  (a  group  of  sur- 
gical procedures  that  includes  radial  keratotomy)  as 
experimental.  In  1980,  it  specifically  labeled  radial 
keratotomy  as  experimental  and  asked  physicians 
to  use  restraint  until  further  research  could  be  done. 

In  June  1980,  the  Academy  endorsed  the  Eye 
Council’s  position  and  issued  a press  release  urging 
“patients,  ophthalmologists  and  hospitals  to  ap- 
proach [radial  keratotomy]  with  caution  until  ad- 
ditional research  was  completed.” 

Eight  ophthalmologists  filed  suit,  claiming  that 
the  Academy  violated  Section  1 of  the  Sherman 
Antitrust  Act  because  the  press  release  was  the  result 
of  a conspiracy  among  the  Academy’s  members  to 
restrain  trade.  A jury  decided  in  favor  of  the  Acad- 
emy. On  appeal,  the  eight  ophthalmologists  ob- 
jected to  the  trial  judge’s  jury  instructions.  How- 
ever, on  March  3,  1989,  the  Seventh  Circuit  Court 
of  Appeals  stated  that  assessment  of  the  propriety 
of  the  jury  instructions  was  moot;  the  case  should 
never  have  gone  to  trial. 

According  to  the  appellate  court,  the  trial  court 
should  have  granted  the  Academy’s  motion  for  sum- 
mary judgment  based  on  the  uncontested  fact  that 
the  Academy  did  not  prevent  any  ophthalmologists 
from  performing  radial  keratotomies,  nor  did  it 
sanction  those  who  facilitated  the  use  of  the  pro- 
cedure. The  Academy  did  not  require  its  members 
to  stop  using  the  procedure  or  to  stop  associating 


with  those  who  perform  this  operation.  It  did  not 
discipline  or  expel  members  who  continued  to  do 
this  surgery,  and  it  did  not  induce  hospitals  to  with- 
hold permission  to  do  the  operation  or  insurance 
companies  to  refuse  payment. 

The  court  explained  that  in  other  trade  association 
cases  in  which  the  association  was  found  to  have 
violated  Section  1 of  the  Sherman  Act,  enforcement 
was  involved.  These  enforcement  mechanisms  were 
the  “restraint.”  According  to  the  court,  without 
enforcement,  “there  is  only  uncoordinated  individ- 
ual action,  the  essence  of  competition.” 

The  court  found  that  ophthalmologists  are  one 
another’s  competitors  for  patients,  offering  com- 
peting procedures  to  treat  myopia;  i.e. , glasses,  var- 
ious types  of  contact  lenses,  and  surgery.  “War- 
fare” among  physicians  and  their  different  products 
is  competition  rather  than  a restraint  of  trade.  Unless 
one  group  of  suppliers  of  a product  or  service  di- 
minishes another  group’s  ability  to  promote  and  sell 
its  product  or  service,  there  is  no  antitrust  case  be- 
cause there  is  no  restraint  of  trade. 

The  appellate  court  noted  that  other  federal  courts 
of  appeals  have  held  that  when  a trade  association 
provides  information  but  does  not  require  others  to 
follow  its  recommendations,  it  does  not  violate  the 
antitrust  laws.  In  fact,  an  association’s  first  amend- 
ment right  to  express  its  opinion  is  not  restricted  by 
the  antitrust  laws  merely  because  the  organization 
has  a great  deal  of  influence  with  its  members  or 
with  the  general  public,  when  the  trade  association 
simply  appeals  to  consumers’  good  judgment.  Ac- 
cording to  the  court,  even  if  such  statements  are 
false  or  misleading,  the  remedy  is  not  antitrust  lit- 
igation but  more  speech,  “the  marketplace  of  ideas.  ” 

In  conclusion,  the  court  stated  that  animosity, 
even  if  called  “anticompetitive  intent,”  is  not  il- 
legal without  anticompetitive  effects.  “The  Sher- 
man Act  does  not  reach  conduct  that  is  only  unfair, 
impolite,  or  unethical.”  — Schachar  v.  American 
Academv  of  Ophthalmology,  Inc.,  Docket  No.  88- 
2398  (C.A.7,  111.,  March  3,  1989) 


— Constituent  Skills  Workshop  — 

Wednesday,  September  13 
Ramada  Renaissance  Hotel,  Jackson 
Plan  to  Attend! 

A workshop  for  MSMA  members  and  spouses.  Sponsored  by 
MMPAC  and  AMPAC.  For  information,  call  the  MSMA  office. 
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1-800^2226 


Call  the  travel  specialists  toU-ffeel 


r 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
do  for  you  is  free  of  charge, 
even  the  phone  call. 

travel  specialists  will  take  care 
all  your  plans,  plane  reservations, 
rental,  hotel  accommodations  and 
more.  We’re  here  to  help  you  with 
arters,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

rFRy<=^yEi_.rsJCi:.  


Three  Lakeland  Circle ‘Jackson,  Mississippi  39216  •981-9111 
Call  Toll-Free  Nationwide  1-800-327-4236 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage . 


NSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


PERSONALS 


Robert  F.  Allen  of  Meridian  conducted  a com- 
munity service  program  on  Parkinson’s  disease  at 
Rush  Foundation  Hospital. 

Robert  Barnes  of  Natchez  has  been  elected  chair- 
man of  the  board  of  directors  for  the  Natchez  Na- 
tional Historical  Park  Foundation. 

Richard  A.  Conn  of  Hattiesburg  spoke  at  First 
United  Methodist  Church  in  Laurel  about  devel- 
opments in  arthritis  and  joint  replacement  surgery. 

Robert  L.  Curry,  IV,  has  associated  with  Gamble 
Brothers  and  Archer  Clinic  in  Greenville  for  the 
practice  of  urology. 

Ralph  Didlake  of  UMC  was  visiting  professor  at 
Temple  University  in  Abington,  Pennsylvania. 

Pierce  D.  Dotherow  has  joined  the  staff  of  Gas- 
trointestinal Associates,  P.A.,  1421  North  State 
Street,  Suite  203,  in  Jackson,  for  the  practice  of 
gastroenterology,  hepatology  and  therapeutic  en- 
doscopy. 

R.  H.  Flowers,  111,  has  associated  with  Jackson 
Medical  Associates,  1600  North  State  Street,  for 
the  practice  of  infectious  diseases  and  internal  med- 
icine. 

David  J.  Foreman  has  associated  with  Donald  L. 
Roberts  of  Biloxi  for  the  practice  of  ear,  nose  and 
throat  and  facial  plastic  and  reconstructive  surgery. 

Harriette  Hampton  of  UMC  lectured  at  a meeting 
of  the  medical  staff  at  Hardy  Wilson  Memorial  Hos- 
pital in  Hazlehurst. 

James  Hughes  of  UMC  was  on  the  faculty  for  an 
American  Association  of  Orthopaedic  Surgeons 
course  in  Phoenix,  Arizona. 

A.  Gene  Hutcheson  has  associated  with  Brook- 
haven  Internal  Medicine  Clinic,  1036  D.  A.  Biglane 
Drive,  for  the  practice  of  internal  medicine. 

James  H.  Johnston  of  Jackson  participated  in  the 
NIH  Consensus  Conference  on  Endoscopic  Therapy 
of  Peptic  Ulcer  Bleeding  in  Bethesda,  Maryland. 

Don  Lagrone  of  Biloxi  was  speaker  at  a parenting 
workshop  sponsored  by  Handsboro  United  Meth- 
odist Church. 

T.  D.  Lampton  of  UMC  received  the  highest  award 
given  to  a volunteer  by  the  American  Health  As- 
sociation, Mississippi  Affiliate.  The  presentation  of 


the  Heart  of  Gold  Award  took  place  during  the  38th 
Annual  Meeting  in  Jackson. 

Pediatric  Associates  announces  the  relocation  of 
Deborah  T.  Lee  to  Clinton  Children’s  Clinic  and 
extends  congratulations  to  Chris  E.  Smith  on  his 
appointment  as  assistant  professor  of  pediatrics  at 
Arkansas  Children’s  Hospital. 

Keith  Mansell  of  UMC  presented  a paper  at  the 
American  Thoracic  Society  annual  meeting  in  Cin- 
cinnati, Ohio. 

W.  H.  Merrell  of  Jackson,  special  assistant  to  the 
surgeon  general  of  the  Army  for  National  Guard 
Affairs,  participated  in  MEDEX  ’89,  the  largest 
medical  exercise  ever  conducted  in  the  state. 

Francis  Morrison  of  UMC  represented  the  Amer- 
ican Society  for  Apheresis  at  a meeting  of  the  Na- 
tional Blood  Resource  Education  Program  Coordi- 
nating Committee  in  Bethesda,  Maryland. 

John  Morrison  of  UMC  spoke  at  grand  rounds  at 
the  University  of  Texas  at  Houston  and  Mt.  Sinai 
Hospital  in  New  York. 

Luis  F.  Mosquera  of  Yazoo  City  has  been  admitted 
to  membership  in  the  Society  of  American  Gas- 
trointestinal Endoscopic  Surgeons. 

Edward  North,  Jr.,  of  Jackson  was  one  of  52 
people  recognized  by  President  George  Bush  in  the 
1989  President’s  Volunteer  Action  Awards. 

Thomas  Brantley  Pace  has  associated  with  Jack- 
son  Bone  and  Joint  Clinic  for  the  practice  of  ortho- 
paedic surgery. 

W.  H.  Parker  of  Quitman  was  honored  by  citizens 
of  the  area  with  a retirement  reception. 

Gregory  O.  Patton  has  associated  with  M.  Glenn 
Hunt  for  the  practice  of  obstetrics  and  gynecology 
at  Oxford  Obstetrics  and  Gynecology  Associates, 
P.A.,  2160  South  Lamar  Street. 

James  Pennebaker  of  Hattiesburg  spoke  on  “New 
Treatments  for  Arthritis’’  at  a community  education 
program  sponsored  by  Forrest  General  Hospital. 

Radiological  Group,  P.A.  of  Jackson  has  received 
the  certification  of  the  American  College  of  Ra- 
diology Mammography  Accreditation  Program. 

Randy  K.  Richardson  has  associated  with  Rayner 
Eye  Clinic,  1308  Belk  Drive  in  Oxford,  for  the 
practice  of  diseases  and  surgery  of  the  eye. 

Randolph  J.  Ross  of  Hattiesburg  has  been  ap- 
pointed clinical  assistant  professor  of  urology  at  Tu- 
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lane  Medical  Center.  He  will  remain  in  full-time 
private  practice  with  Hattiesburg  Clinic  Urology 
Department  and  as  medical  director  for  the  Center 
for  Sexual  Disorders. 

Doug  Rouse  of  Hattiesburg  was  a speaker  on  a 
program  on  “Steroid  Use  and  Abuse”  sponsored 
by  the  Institute  for  Wellness  and  Sports  Medicine 
and  Pfizer  Laboratories. 

D.  P.  Smith  of  Jackson  was  delegation  leader  for 
a group  of  22  physicians  specializing  in  addiction 
medicine  who  spent  14  days  in  Russia  meeting  with 
physicians,  officials  and  others  involved  in  the  treat- 
ment of  alcohol  and  drug  addiction  in  that  country. 

Surgical  Clinic  Associates,  P.A.  of  Jackson  an- 
nounces the  retirement  of  J.  Harvey  Johnston, 
Jr.,  and  the  association  for  Albert  Michael  Koury 
for  the  practice  of  general,  thoracic  and  vascular 
surgery. 


Stephen  R.  Thomas  has  associated  with  Gulfport 
Orthopaedic  Clinic  for  the  practice  of  orthopaedic 
surgery. 

Dale  A.  Touchstone  has  associated  with  Meridian 
Medical  Associates. 

C.  R.  Vincent  of  Laurel  spoke  on  osteoporosis  at 
a community  education  program  sponsored  by  South 
Central  Regional  Medical  Center. 

Charles  Watras  of  Winona  announces  the  closing 
of  his  office  for  the  practice  of  family  medicine  to 
establish  a new  practice  in  North  Carolina. 


Granger,  Wesley  D.,  Jackson.  Born  Adams 
County,  MS,  May  26,  1959;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1985;  in- 
terned and  medicine  residency,  Howard  University 
Hospital,  Washington,  D.C.,  1985-88;  electedby 
Central  Medical  Society. 

Thompson,  Allen  Hale,  Jackson.  Bom  Green- 
ville, MS,  April  22,  1959;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1985;  in- 
terned and  medicine  residency.  University  Medical 
Center,  Jackson,  1985-88;  elected  by  Central  Med- 
ical Society. 


DEATHS 


Power,  Herbert  R.,  Vaiden.  Bom  Weir,  MS,  Jan. 
16,  1919;  M.D.,  University  of  Tennessee  College 
of  Medicine,  Memphis,  1950;  interned  one  year 
John  Gaston  Hospital,  Memphis;  died  June  4,  1989, 
age  70. 

SiEGRiST,  William  H.,  Jackson.  Bom  Louisville, 
KY,  March  19,  1920;  M.D.,  University  of  Louis- 
ville School  of  Medicine,  Louisville,  KY,  1949; 
interned  one  year  Elizabeth  Buxton  Hospital,  New- 
port News,  VA;  orthopedic  surgery  residency.  Uni- 
versity Medical  Center,  Jackson,  MS,  1957-61;  died 
June  10,  1989,  age  69. 


Medical  Director 

The  Mississippi  Department  of  Corrections  is 
seeking  a qualified  medical  doctor  to  serve  as 
Medical  Director  for  the  Medical/Dental  Facility 
at  the  Mississippi  State  Penitentiary,  Parchman, 
Mississippi.  Qualifications  for  the  position  in  ad- 
dition to  a medical  license  include  specialty  train- 
ing in  a primary  care  field.  Salary  range  begins 
at  $85,000.00  PLUS  with  starting  salary  nego- 
tiable depending  on  experience  and  education. 
Attractive  compensation  and  benefit  package. 


CONTACT: 

W.  E.  Steiger 
Hospital  Administrator 
Mississippi  Department  of  Corrections 
P.O.  Box  E 

Parchman,  Mississippi  38738 
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James  J.  Bryan  gradu- 


f 


ated  from  St.  Stanislaus 
in  1941  and  attended  Notre 
Dame  and  Tulane  Univer- 
sities. Today,  he  is  president 

of  Bryan  Chevrolet,  and  has  served  as  vice- 
president  of  the  St.  Stanislaus  Alumni  Association. 


fj 


I 


St.  Stanislaus  taught  me  many  things,  but,  most  of 
all,  it  taught  me  the  importance  of  concern  and 
service  to  the  community  one  lives  in” 

To  the  Brothers  of  the  Sacred  Heart,  every  student  is 
a potential  leader.  And  giving  him  the  proper  example- 
spiritual,  intellectual  and  moral— is  our  mission  at 
St.  Stanislaus. 


SAirJ~r  STAIMISLALJS 

BOARDING  SCHOOL  GRADES  6-12 
SUMMER  CAMP  AGES  9-14 
304  South  Beach  Blvd. , Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSIONS -(601)  467-9057. 


St  Stanislaus 
helps  build  leaders. 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE 


PRESIDENT'S  PAGE 

(Continued  from  page  262) 

Structured,  and  understandable  manner. 

It  is  my  hope  that  in  the  near  future  many  of  you  — 
some  400  to  500  of  you  who  are  members  of  the  MSMA 
— will  be  asked  to  provide  this  information  to  a certain 
number  of  patients  each  day  in  your  active  practice.  You 
will  be  provided  very  concise,  understandable  materials 
in  order  to  communicate  with  your  patients  concerning 
their  health  care  and  the  American  health  care  system  in 
particular. 

When  we  call  on  you,  please  respond.  Just  consider 
this:  if  100  of  you  presented  this  factual  information  in 
a very  concise,  non-time-consuming  manner  to  10  pa- 
tients a day,  20  days  a month,  we  are  talking  about 
20,000  contacts  with  patients  each  month.  You  can  see 
how  that  would  snowball  over  time.  I hope  this  “issue 
of  the  month”  system  will  be  adopted  by  our  Council 
on  Public  Information  and  will  become  a permanent  part 
of  our  attempts  to  communicate  with  our  patient  popu- 
lation in  a positive  way.  It  is  my  hope  that  this  effort 
will  produce  a grassroots  movement  that  will  present 
Congress  with  non-selfserving  reasons  and  documenta- 
tion for  changing  the  health  care  system  only  in  the  ways 
that  would  benefit  the  public.  Let  us  hear  from  you  con- 
cerning your  views;  but  even  more  importantly,  let  your 
patients  hear  from  you  regularly. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Robbie  Ven- 
able (ext.  2177). 


Disability  Determination  Services 

1-800-962-2230 


PLACEMENT  SERVICE 


PHYSICIANS  WANTED 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practice  for  sale.  Established  32  years. 
Retiring  as  soon  as  replacement  is  available.  Patient 
records,  equipment,  and  introduction  free  with  pur- 
chase of  2100  sq.  ft.  clinic  building  and  lot.  Located 
in  Poplarville,  Miss.,  Home  of  Pearl  River  Com- 
munity College,  county  seat,  30-bed  county  hospital 
and  60-bed  nursing  home.  Close  to  Gulf  Coast  and 
New  Orleans.  For  more  details  contact:  W.  F. 
Stringer,  M.D.,  P.  O.  Drawer  33  (207  West  Pearl 
St.)  Poplarville,  MS  39470;  (601)  795-4969  or  795- 
4217. 

Pediatrics  — City  on  Tennessee  state  line  near 
Pickwick  Lake  needs  additional  pediatrician  to  work 
with  pediatricians  and  ob-gyns  on  staff.  Beautiful 
town  near  large  recreational  areas,  excellent  schools, 
strong  diversified  industrial  economy  (including  new 
NASA  advanced  rocket  plant),  and  temperate  cli- 
mate. Good  malpractice  situation,  generous  guar- 
antee and  other  assistance.  Contact  Robert  Barrett, 
Magnolia  Hospital,  Alcorn  Drive,  Corinth,  MS 
38834.  Phone  (601)  286-6961. 

FPs  & IMs  Desperately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 

BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  send  CV  to  Box 
H,  do  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 
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PLACEMENT  SERVICE/Continued 

Internal  Medicine:  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  -I- . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 


Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  110  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


Bridges  Surgical  Clinic  seeking  an  Internist  or 
Family  Practitioner  and  General  Surgeon.  For  more 
information,  call  or  write  to:  Bridges  Surgical  Clinic, 
128  Homer  Road,  Minden,  LA  71055;  (318)  377- 
1436  M-F;  (318)  377-1429  S-S. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Staff  Psychiatrist.  The  Jackson  Mental  Health 
Center,  a Community  Mental  Health  Center  oper- 
ated by  St.  Dominic  Hospital,  is  seeking  a full  time 
Staff  Psychiatrist.  The  successful  candidate  will  be 
a graduate  of  an  accredited  School  of  Psychiatry 
and  licensed  to  practice  medicine  in  Mississippi.  As 
a member  of  the  Medical  Staff  of  St.  Dominic  Hos- 
pital, the  Staff  Psychiatrist  will  report  to  the  Medical 
Director  of  the  Jackson  Mental  Health  Center.  Serv- 
ing Hinds  County  only,  the  Jackson  Mental  Health 
Center  maintains  a 50-person  staff  with  an  approx- 
imate caseload  of  1800  adults,  adolescents,  and 
children.  If  interested,  send  resume  with  salary  re- 
quirement to  Human  Resource  Department,  St. 
Dominic  Hospital,  969  Lakeland  Drive,  Jackson, 
MS  39216.  EOE 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 
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*****  2V  Stat  Stat  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  S500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  -I-/—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1-800-22V-STAT. 

Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  February  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 


Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 

1983  Midmark  1 1 1 all  electric  exam  table . Good  con- 
dition; $3,500.  Call  (601)  268-5240.  Can  be  seen 
at  106  Asbury  Circle,  Hattiesburg,  MS. 


122nd  Annual  Session 
in  Jackson 

(Coliseum  Ramada  Inn) 


May  30-June  3,  1990 
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T^Oicav 


AMA  ADVISERS.  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


Established  1966 


PTMI05 


Where  do  physicians 
turn  for  financial 


services? 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 


Send  the  coupon  today  or. 
Call  toll-free 

1-800-262-3863 


City 

Phone  ( ) 

Best  time  to  call_ 

Mail  this  coupon  to: 
The  AMA  Group 
200  N.  LaSalle  Street 
Suite  535 
Chicago,  IL  60601 


VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Coniraindicallons;  VASOTEC'*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  ol  the  lace,  exiremilies.  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
patientsIrealedwithACEinhibilors.includingVASOTECInsuchcases.VASOTECshouldbeprompIlydisconlinuedandthe 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  the  laceand  lips, 
me  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glotiis,  or 
lerynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epineprine  solution 
1:lA00  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed:  caution  should  be  observed  when  initiating  therapy  (See  OOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  tailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics:  heart  tailure.  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  tailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  abie  to  tolerate  such  adjustments  (See  PRECALITIONS,  Dtug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  lirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  coulti  result  in  a myocardial  inlarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous inlusion  ol  normal  saline,  A transient  hypotensive  response  is  not  a contraindication  to  lurther  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilliculty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduciion  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
NeulropentalAgranulocylosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  il  they 
also  have  a collagen  vascular  disease.  Available  data  Irom  clinical  trials  ol  enalapril  are  insulticient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  while  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activify  ol  the  renin-ahgiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  anrf/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertensioh  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  lailure  should  always  include  assessment  of  renal 
function.  (See  OOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discohtinuation  ol  therapy  in  0.28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  lor  discontinuation. 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  ifal  all,  with  VASOTEC.  (See  Drug  Interactions.) 

SurgerylAnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  lormation  secondary  fo  compensatory  renin  release,  II  hypofension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion, 

Inlormalion  lor  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  of  enalapril. 
Paiienls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swefling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  rfrug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  f^tienls  shouid  be  cautioned  to  report  lighiheadedness  especially  during  the  lirst  lew  days  ol  therapy  It 
actual  syhcope  occurs,  the  patients  should  be  lolri  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautiohed  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume.  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  paiienls  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  of  neutropenia. 

NOTE.  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  miormation  is 
intended  to  aid  in  the  safe  and  elfeclive  use  ol  this  medication.  If  is  not  a disclosure  of  all  possible  adverse  or  intended 
etiects 

Drug  Interactions: 

Hypotension:  Paiienls  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy  with 
enalapril.  The  possibility  ot  hypotensive  etiects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  II  il  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour,  (See  WARNINGS  and  OOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihyperlensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics) 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium.  Therefore,  il  concomitant  use  ol  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monilor- 
V&OTE™  Pht^ssium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium:  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy- Category  C:  There  was  hO  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Fetotoxicity,  expre^ed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kgiday  or 
more  Saline  supplementation  prevented  the  maternal  and  letaf  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  fetal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
defined.  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  lustilies  the 
potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  with  rraard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypofension  and  decreased 
renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  the  fetus  Inlanls  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia.  II  oliguria  occurs,  attenlioh  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perfusion  with  fhe  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  pafent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  ol  ”C  enalapril  maleate  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  mi  lx.  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients, 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (W). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were,  diarrhea  (1 4%),  nausea  (14%),  rash  (1 4%),  cough  (1 3%),  orthostatic  etiects  (1.2%),  and  asthenia  (1 1%) 

HEART  EAILURE.  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were:  dizzi- 
ness (79%),  hypotension  (6  7%).  orthostatic  etiects  (5,2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%),  and 
diarrhea  (2,1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were:  fatigue  (T8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (16%),  orthostatic  hypo- 
tension (1,6%),  vertigo  (1 6%).  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (13%).  bronchifis  (1.3%).  dyspnea 
(1.3%).  urinary  tract  infection  (1.3%),  rash  (1 3%).  and  myocardial  inlarction  (1,2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular  Cardiac  arrest;  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  librillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATIDN) 
Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other.  Vasculitis,  muscle  cramps,  hyperhidrosis.  Impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arlhralgia^an  elevated  erythrocyte  sedi- 
menlafion  rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  Piese  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  paiienls  receiving  VASOTEC  (0  2%)  Angioedema  assocfsfed  with 
laryngeal  edema  may  be  lalal  II  angioeriema  of  the  lace,  extremities,  lips,  tongue,  glotiis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediatelyi  (^  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  irxO.5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontitaation  oflheraptr 
in  0,1%  ol  hypertensive  patients  In  heart  failure  paiienls,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy  in  1 9%  ol  pstients  with  heart  lailure 
(See  WARNINGS) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOlEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 u vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia.  Ihrombocylopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Eunclion  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  in  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cahnot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Dnjg 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihyperlensive  etiect  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diurefic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renat  Impairment:  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  wilh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL),  the  lirsl  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  o'  40  mg  daily 

Heart  Eailure.  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  uhder  medical  supervision 
tor  at  teas!  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  II  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension.  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  rirug,  lollowing  etteclive  management  ol  the  hypotension  The  usual  Iherapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is  5 to  2(Jmg  daily  given  in  twodivided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  elfeclive  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearf  failure  (NYHA  Class  IV).  patients  were 
treated  wilh  2.5  to  4d  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etiects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Eailure  Patients  wilh  Renal  Impairment  or  Hyponatremia  In  heart  tailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initialed  at  2.5  rng 
daily  under  close  medical  supervision.  (See  DdSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PREf 
CAtJTIONS,  Drug lnleraclions.)The dose  may  be  increased  to  2.5  mg  b, i d, , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  pi  lour  days  or  more,  il  at  the  lime  ot  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ot  renal  lunction  The  maximum  daily  dose  is  40  mg  MgpjCK 

For  more  detailed  inlormalion  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion  Merck  SHARft 

Sharp  & Dohme.  Division  ol  Merck  & Co.,  Inc  . rtfesf  Point.  PA  19^6.  j6vsi8R2i8iZ)  DOHME 
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WhyDo 
Physidans  Rm 
Around  The  US. 
SendKidsTb 
QneAtlantaHospital 
For  Old-FashioneaCare? 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  IVfflAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  W)unger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Adanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  Theyll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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There  is  strength  in  numbers. 

(And  our  numbers  are  growing) 


Seated,  Left  to  Right;  Cheryl  Maxwell  (Claims  SeeretaryO,  Lisa  Noble  (Llnderw'riting  Secretary^,  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (General  Manager),  and  C.G.  “Tanny  ' Sutherland,  M.D.  (Medical  Direaor) 

Stattding,  Left  to  Right:  C.  R.  “Bob”  Montgomery'  (General  Counsel),  Lisa  Stewart  (L'nderwriting  Secretary),  Sharon 
Thonp.son  (Claims  Secretary'),  Craig  Brov^’n  (Llnderw'riting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  ( Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  ser\  e 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  stafifhas  grown  from 
rwo  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
M ho  can  provide  efficient  and  cost-effective 


answ^ers  to  your  medical  liability^  insurance 
questions.  We  serv  e more  than  1800  Missis- 
sippi doctors  - proMding  sa\ings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underw  riting  guidelines.  Every' 
claim  is  re\iewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Drive.  Let  us  show  y ou  oiir 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

street  Address:  Suite  301 

735  Riverside  Drive,  lacleson,  MS 

Pixme:  {(y0\)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jackson,  MS  39216-0915 
MS  WATS:  1 -800-325-4 H2 
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Dear  Doctor: 

"Confronting  the  Issues  Together"  is  the  theme  of  a national  hospital  medical 
staff  conference  sponsored  by  the  AMA.  Set  for  Oct.  19-21  in  Washington,  the 
conference  will  feature  these  topics:  PROs,  implementing  programs  for  indigent 
care,  controlling  health  care  costs,  practice  parameters,  nursing/allied 
health  care  shortages,  RBRVS,  ethical  issues  of  patient  referral  and  of  the 
terminally  ill,  tort  reform,  antitrust  laws,  dispute  resolution,  and  imple- 
menting the  National  Practitioner  Data  Bank.  The  conference  is  expected  to 
draw  medical  staff  officers,  medical  directors,  medical  staff  services  pro- 
fessionals, CEOs,  and  hospital  board  members. 

One  issue  that  appears  to  be  surfacing  nationally  is  that  of  "patient 
dumping. " In  a Texas  incident,  an  obstetrician  is  appealing  a fine 
for  failing  to  provide  ER  care  for  a maternity  patient  despite  the 
fact  that  the  hospital  was  apparently  not  equipped  to  respond  to  the 
patient's  medical  need.  Also,  a Mississippi  hospital  has  come  under 
investigation  by  a federal  agency  as  a result  of  charges  of  "patient 
dumping."  A Marshall  County  hospital  is  charged  with  failure  to 
follow  federal  guidelines  when  it  transferred  an  ER  patient  to  a 
hospital  in  Southaven. 

A new  method  of  monitoring  the  results  of  medical  care  is  described  in  the 
August  18  issue  of  JAMA.  The  Medical  Outcome  Study  was  conducted  to  in- 
crease understanding  of  how  specific  components  of  the  health  care  system 
affect  medical  care  outcomes.  The  authors  note,  "Pressures  to  control  rising 
health  care  costs  have  escalated,  yet  the  impact  of  cost-containment  strate- 
gies on  the  outcomes  of  care  remain  unknown."  An  accompanying  editorial 
suggests  that  it  may  be  time  to  turn  attention  to  the  "technology  of 
patient  experience,"  and  concludes  that  such  studies  may  help  physicians 
"treat  the  patient,  not  the  disease." 

The  issue  of  abortion  is  expected  to  be  on  the  agenda  for  the  1990  Session 
of  the  Mississippi  Legislature,  as  a result  of  the  U.S.  Supreme  Court's 
recent  decision.  Proponents  of  both  sides  expect  a serious  battle. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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through  management 


Xhroughout  joes  battle  with  cancer,  you’ve  been  there,  providing 
both  medical  care  and  human  concern.  From  diagnosis  through  each 
phase  of  treatment,  for  your  patients  with  cancer,  alleviation  of  pain  is  an 
important  consideration  in  managing  their  condition.  During  the  course 
of  therapy,  DEMEROL®  can  provide  effective  relief  of  oncologic  pain  when 
your  patients  require  analgesia  more  potent  than  codeine  combinations 
yet  less  potent  than  morphine.  DEMEROL  for  cancer...  and  other  conditions 
that  cause  moderate  to  severe  pain. 

Your  skills  help  save  your  patients’  lives.  DEMEROL  can  help  relieve 
their  pain.* 

DEMEROL  The  only  brand  name  of 
meperidine  HCl  you  can  specify  that’s  available 
in  a wide  range  of  dosage  forms. 


when  momhine 
is  too  much... 
codeine  combinations 
not  enough 


Demeroi<^  1^“ 

brand  of  meperidine  HCl,  USP 

The  original  For  relief 


*See  next  page  for  product  information  concerning  contraindications,  warnings, 
adverse  reactions  and  prescribing  and  precautionary  recommendations 
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when  morphine  is  too  much . . . 
codeine  combinations  not  enough 

Demerol<!s 

HYDROCHLORIDE 

Brand  of 
MEPERIDINE 
HYDROCHLORIDE,  USP 

DESCRIPTION 

Meperidine  hydrochloride  is  ethyl  1-methyl-4-phenylisonipeco- 
late  hydrochloride,  a white  crystalline  substance  with  a melting 
point  of  186°C  to  189°C.  It  is  readily  soluble  in  water  and  has  a 
neutral  reaction  and  a slightly  bitter  taste  The  solution  is  not 
decomposed  by  a short  period  of  boiling 

The  syrup  is  a pleasant-tasting,  nonalcoholic,  banana-flavored 
solufion  confaining  50  mg  of  DEMEROL  hydrochloride,  brand  of 
meperidine  hydrochloride,  per  5 mL  teaspoon  (25  drops  contain 
13  mg  of  DEMEROL  hydrochloride).  The  tablets  contain  50  mg 
or  100  mg  of  the  analgesic, 

DEMEROL  hydrochloride  injectable  is  supplied  in  Carpujecf 
Sterile  Cartridge-Needle  Unit  of  2,5%  (25  mg/1  mL).  5%  (50  mg/ 

1 mL),  7.5%  (75  mg/1  mL),  and  10%  (100  mg/1  mL).  Uni-Amp"  Unit 
Dose  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/1  mL), 
(75  mg/1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/1  mL), 
Uni-Nest'“  Pak  — ampuls  of  5%  solution  (25  mg/0,5  mL),  (50  mg/ 

1 mL).  (75  mg/1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/ 

1 mL).  Multiple-dose  vials  of  5%  and  10%  solutions  contain  metacresol 
0.1%  as  preservative. 

The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5  and  6 with 
sodium  hydroxide  or  hydrochloric  acid. 

DEMEROL  hydrochloride,  brand  of  meperidine  hydrochloride, 

5 percent  solution  has  a specific  gravity  of  1.0086  at  20°C  and  10 
percent  solution,  a specific  gravity  of  1.0165  at  20°C. 

Inactive  Ingredients— IMIEIS  Calcium  Sulfate,  Dibasic  Calcium 
Phosphate,  Starch,  Stearic  Acid,  Talc.  SYRUP  Benzoic  Acid,  Flavor. 
Liquid  Glucose,  Purified  Water,  Saccharin  Sodium 

CLINICAL  PHARMACOLOGY 

Meperidine  hydrochloride  is  a narcotic  analgesic  with  multiple 
actions  qualitatively  similar  to  those  of  morphine:  the  most  promi- 
nent of  these  involve  the  central  nervous  system  and  organs 
composed  of  smooth  muscle.  The  principal  actions  of  therapeutic 
value  are  analgesia  and  sedation 

There  is  some  evidence  which  suggests  that  meperidine  may 
produce  less  smooth  muscle  spasm,  constipation,  and  depression 
of  the  cough  reflex  than  equianalgesic  doses  of  morphine.  Meperidine, 
in  60  mg  to  80  mg  parenteral  doses,  is  approximately  equivalent  in 
analgesic  effect  to  10  mg  of  morphine  The  onset  of  action  is  slighily 
more  rapid  than  with  morphine,  and  the  duration  of  action  is  slightly 
shorter.  Meperidine  is  significantly  less  effective  by  the  oral  than  by 
the  parenteral  route,  but  the  exact  ratio  of  oral  to  parenteral  effective- 
ness is  unknown 

INDICATIONS  AND  USAGE 

For  the  relief  of  moderate  to  severe  pain  (parenteral  and  oral  forms) 
For  preoperalive  medication  (parenteral  form  only) 

For  supporl  of  anesthesia  (parenteral  form  only) 

For  obstetrical  analgesia  (parenteral  form  only) 

CONTRAINDICATIONS 

Hypersensitivity  to  meperidine. 

Meperidine  is  contraindicatd  in  patients  who  are  receiving 
monoamine  oxidase  (MAO)  inhibitors  or  those  who  have  recently 
received  such  agents.  Therapeutic  doses  of  meperidine  have  occa- 
sionally precipitated  unpredictable,  severe,  and  occasionally  fatal 
reactions  in  patients  who  have  received  such  agents  within  14  days 
The  mechanism  of  these  reactions  is  unclear,  but  may  be  related  to 
a preexisting  hyperphenylalaninemia.  Some  have  been  characterized 
by  coma,  severe  respiratory  depression,  cyanosis,  and  hypotension, 
and  have  resembled  the  syndrome  of  acute  narcotic  overdose  In 
other  reactions  the  predominant  manifestations  have  been  hyper- 
excitability.  convulsions,  tachycardia,  hyperpyrexia,  and  hypertension. 
Although  it  is  not  known  that  other  narcotics  are  free  of  the  risk  of 
such  reactions,  virtually  all  of  the  reported  reactions  have  occurred 
with  meperidine.  If  a narcotic  is  needed  in  such  patients,  a sensitivity 
test  should  be  performed  in  which  repeated,  small,  incremental 
doses  of  morphine  are  administered  over  the  course  of  several  hours 
while  the  patient's  condition  and  vital  signs  are  under  careful  obser- 
vafion.  (Intravenous  hydrocortisone  or  prednisolone  have  been  used 
to  treat  severe  reactions,  with  the  addition  of  intravenous  chlor- 
promazine  in  those  cases  exhibiting  hypertension  and  hyperpyrexia 
The  usefulness  and  safety  of  narcotic  antagonists  in  the  treatment 
of  these  reactions  is  unknown ) 

Solutions  of  DEMEROL  and  barbiturates  are  chemically  incompatible 

WARNINGS 

Drug  Dependence  Meperidine  can  produce  drug  dependence  of 
the  morphine  type  and  therefore  has  the  potential  for  being  abused 
Psychic  dependence  physical  dependence,  and  tolerance  may 
develop  upon  repeated  administration  of  meperidine,  and  it  should 
be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  morphine  Like  other  narcotics,  meperidine 
IS  subject  to  the  provisions  of  the  Federal  narcotic  laws 

Interaction  with  Othc  Centr  ' Nervous  System  Depressants 
MEPERIDINE  SHOULD  BE  U>iF,..  vViTH  GREAT  CAUTION  AND  IN 
REDUCED  DOSAGE  IN  PATIEFii'>  WHO  ARE  CONCURRENTLY 
TEIVING  OTHER  NARCOTIC  ANALGESICS.  GENERAL  ANES- 
o''.SPHFNOTHIAZINES.OTHERTRANQUILIZERS(SEE  DOSAGE 
WISTRATION),  SEDATIVE-HYPNOTICS  (INCLUDING 
' ■ 'CYCLIC  ANTIDEPRESSANTS  AND  OTHER 


CNS  DEPRESSANTS  (INCLUDING  ALCOHOL)  RESPIRATORY 
DEPRESSION.  HYPOTENSION.  AND  PROFOUND  SEDATION  OR 
COMA  MAY  RESULT, 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  meperidine  and  its  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions,  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with 
head  injuries.  In  such  patients,  meperidine  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential 

Intravenous  Use  If  necessary,  meperidine  may  be  given  intra- 
venously. but  the  injection  should  be  given  very  slowly,  preferably  in 
the  form  of  a diluted  solution.  Rapid  intravenous  injection  of  narcotic 
analgesics,  including  meperidine,  increases  the  incidence  of  adverse 
reactions;  severe  respiratory  depression,  apnea,  hypotension, 
peripheral  circulatory  collapse,  and  cardiac  arrest  have  occurred. 
Meperidine  should  not  be  administered  intravenously  unless  a nar- 
cotic antagonist  and  the  facilities  for  assisted  or  controlled  respiration 
are  immediately  available  When  meperidine  is  given  parenterally, 
especially  intravenously,  the  patient  should  be  lying  down. 

Asthma  and  Other  Respiratory  Conditions  Meperidine  should  be 
used  with  extreme  caution  in  patients  having  an  acute  asthmatic 
attack,  patients  with  chronic  obstructive  pulmonary  disease  or  cor 
pulmonale,  patients  having  a substantially  decreased  respiratory 
reserve,  and  patients  with  preexisting  respiratory  depression, 
hypoxia,  or  hypercapnia.  In  such  patients,  even  usual  therapeutic 
doses  of  narcotics  may  decrease  respiratory  drive  while  simulta- 
neously increasing  airway  resistance  to  the  point  of  apnea. 

Hypotensive  Effect.  The  administration  of  meperidine  may  result 
in  severe  hypotension  in  the  postoperative  patient  or  any  individual 
whose  ability  to  maintain  blood  pressure  has  been  compromised 
by  a depleted  blood  volume  or  the  administration  of  drugs  such  as 
the  phenothiazines  or  certain  anesthetics. 

Usage  in  Ambulatory  Patients.  Meperidine  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  should  be  cautioned  accordingly. 

Meperidine,  like  other  narcotics,  may  produce  orthostatic  hypo- 
tension in  ambulatory  patients. 

Usage  in  Pregnancy  and  Lactation.  Meperidine  should  not  be  used 
in  pregnant  women  prior  to  the  labor  period,  unless  in  the  judgment 
of  the  physician  the  potential  benefits  outweigh  the  possible  hazards, 
because  safe  use  in  pregnancy  prior  to  labor  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development. 

When  used  as  an  obstetrical  analgesic,  meperidine  crosses  the 
placental  barrier  and  can  produce  depression  of  respiration  and 
psychophysiologic  functions  in  the  newborn.  Resuscitation  may  be 
required  (see  section  on  OVEROOSAGE). 

Meperidine  appears  in  the  milk  of  nursing  mothers  receiving  the 
drug 

PRECAUTIONS 

As  with  all  intramuscular  preparations  DEMEROL  intramuscular 
injection  should  be  injected  well  within  the  body  of  a large  muscle. 

Supraventricular  Tachycardias.  Meperidine  should  be  used  with 
caution  in  patients  with  atrial  flutter  and  other  supraventricular 
tachycardias  because  of  a possible  vagolytic  action  which  may 
produce  a significant  increase  in  the  ventricular  response  rate. 

Convulsions.  Meperidine  may  aggravate  preexisting  convulsions 
in  patients  with  convulsive  disorders.  If  dosage  is  escalated  sub- 
stantially above  recommended  levels  because  of  tolerance  develop- 
ment. convulsions  may  occur  in  individuals  without  a history  of 
convulsive  disorders. 

Acute  Abdominal  Conditions.  The  administration  of  meperidine 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions. 

Special  Risk  Patients.  Meperidine  should  be  given  with  caution 
and  the  initial  dose  should  be  reduced  in  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic 
or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

ADVERSE  REACTIONS 

The  major  hazards  of  meperidine,  as  with  other  narcotic  anal- 
gesics, are  respiratory  depression  and,  to  a lesser  degree,  circulatory 
depression;  respiratory  arrest,  shock,  and  cardiac  arrest  have 
occurred 

The  most  frequently  observed  adverse  reactions  include  light- 
headedness, dizziness,  sedation,  nausea,  vomiting,  and  sweating. 
These  effects  seem  to  be  more  prominent  in  ambulatory  patients  and 
in  those  who  are  not  experiencing  severe  pain  In  such  individuals, 
lower  doses  are  advisable  Some  adverse  reactions  in  ambulatory 
patients  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include: 

Nervous  System.  Euphoria,  dysphoria,  weakness,  headache, 
agitation,  tremor,  uncoordinated  muscle  movements,  severe  convul- 
sions. transient  hallucinations  and  disorientation,  visual  disturbances 
Inadvertent  injection  about  a nerve  trunk  may  result  in  sensory- 
motor  paralysis  which  is  usually,  though  not  always,  transitory. 

Gastrointestinal.  Dry  mouth,  constipation,  biliary  tract  spasm 

Cardiovascular.  Flushing  of  the  face,  tachycardia,  bradycardia, 
palpitation,  hypotension  (see  Warnings),  syncope,  phlebitis  following 
intravenous  injection 

Genitourinary  Urinary  retention 

Allergic  Pruritus,  urticaria,  other  skin  rashes,  wheal  and  flare 
over  the  vein  with  intravenous  injection 

Other  Pam  at  injection  site;  local  tissue  irritation  and  induration 
following  subcutaneous  injection,  particularly  when  repealed:  anti- 
diuretic  effect 

DOSAGE  AND  ADMINISTRATION 
For  Relief  of  Pain 

Dosage  should  be  adjusted  according  to  the  severity  of  the  pain 
and  the  response  of  the  patient  While  subcutaneous  administration 
IS  suitable  for  occasional  use.  intramuscular  administration  is  pre- 
ferred when  repeated  doses  are  required  If  intravenous  administra- 
tion is  required,  dosage  should  be  decreased  and  the  injection  made 


very  slowly,  preferably  utilizing  a diluted  solution.  Meperidine  is  less 
effective  orally  than  on  parenteral  administration.  The  dose  of 
DEMEROL  should  be  proportionately  reduced  (usually  by  25  to  50 
percent)  when  administered  concomitantly  with  phenothiazines  and 
many  other  tranquilizers  since  they  potentiate  the  action  of  DEMERO 
Adults.  The  usual  dosage  is  50  mg  to  150  mg  intramuscularly, 
subcutaneously,  or  orally,  every  3 or  4 hours  as  necessary. 

Children.  The  usual  dosage  is  0.5  mg/lb  to  0,8  mg/lb  intramuscula 
subcutaneously,  or  orally  up  to  the  adult  dose,  every  3 or  4 hours  at 
necessary. 

Each  dose  of  the  syrup  should  be  taken  in  one-half  glass  of  water 
since  if  taken  undiluted,  it  may  exert  a slight  topical  anesthetic 
effect  on  mucous  membranes. 

For  Preoperative  Medication 

Adults.  The  usual  dosage  is  50  mg  to  100  mg  intramuscularly  or 
subcutaneously.  30  to  90  minutes  before  the  beginning  of  anesthesia 
Children.  The  usual  dosage  is  0.5  mg/lb  to  1 mg/lb  intramuscularl) 
or  subcutaneously  up  to  tbe  adult  dose,  30  to  90  minutes  before  th< 
beginning  of  anesthesia 
For  Support  of  Anesthesia 

Repeated  slow  intravenous  injections  of  fractional  doses  (eg,  10 
mg/mL)  or  continuous  intravenous  infusion  of  a more  dilute  solutior 
(eg,  1 mg/mL)  should  be  used.  The  dose  should  be  titrated  to  the 
needs  of  the  patient  and  will  depend  on  the  premedication  and  type 
of  anesthesia  being  employed,  the  characteristics  of  the  particular 
patient,  and  the  nature  and  duration  of  the  operative  procedure. 

For  Obstetrical  Anaigesia 

The  usual  dosage  Is  50  mg  to  100  mg  intramuscularly  or  subcuta- 
neously when  pain  becomes  regular,  and  may  be  repeated  at  1-  to 
3-hour  intervals. 

OVEROOSAGE 

Symptoms.  Serious  overdosage  with  meperidine  is  characterized 
by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or 
tidal  volume,  Cheyne-Stokes  respiration,  cyanosis),  extreme  som- 
nolence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity, 
cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension 
In  severe  overdosage,  particularly  by  the  intravenous  route,  apnea, 
circulatory  collapse,  cardiac  arrest,  and  death  may  occur 
Treatment.  Primary  attention  should  be  given  to  the  reestablish- 
ment of  adequafe  respiratory  exchange  through  provision  of  a patent 
airway  and  institution  of  assisted  or  controlled  ventilation.  The  narcoh 
antagonist,  naloxone  hydrochloride,  is  a specific  antidote  against 
respiratory  depression  which  may  result  from  overdosage  or  unusual 
sensitivity  to  narcotics,  including  meperidine.  Therefore,  an  appropri 
dose  of  this  antagonist  should  be  administered,  preferably  by  the  intr 
venous  route,  simultaneously  with  efforts  at  respiratory  resuscitatioi 
An  antagonist  should  not  be  administered  in  the  absence  of  clinica 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors,  and  ofher  supportive 
measures  should  be  employed  as  indicated. 

In  cases  of  overdosage  with  DEMEROL  tablets,  the  stomach 
should  be  evacuated  by  emesis  or  gastric  lavage 
NOTE:  In  an  individual  physically  dependent  on  narcotics,  the 
administration  of  the  usual  dose  of  a narcotic  antagonist  will  preci-j 
pitate  an  acute  withdrawal  syndrome.  The  severity  of  this  syndrome 
will  depend  on  the  degree  of  physical  dependence  and  the  dose  of 
antagonist  administered  The  use  of  narcotic  antagonists  in  such 
individuals  should  be  avoided  if  possible.  If  a narcotic  antagonist 
must  be  used  to  treat  serious  respiratory  depression  in  the  physicaly 
dependent  patient,  the  antagonist  should  be  administered  with 
extreme  care  and  only  one-fifth  to  one-tenth  the  usual  initial  dose 
administered. 

HOW  SUPPLIED 
For  Parenteral  Use 

Detecto-Sear  — Carpuiect'  Sterile  Cartridge-Needle  Unit  — 

2.5  percent  (25  mg  per  1 mLj  NDC  0024-0324-02,  5percent(50 
mg  per  1 mL)  NDC  0024-0325-02,  7.5 percent  {75  mg  per  1 mL) 
NDC  0024-0326-02:  and  10percent{m  mg  per  1 mL)  NDC  0024- 
0328-02  all  in  boxes  of  10. 

Each  cartridge  is  only  partially  filled  based  upon  product  volume 
to  permit  mixture  with  other  sterile  materials  in  accordance  with  tf^ 
best  judgment  of  the  physician 

Uni-Amp  ■ — 5 percent  solution:  ampuls  of  0,5  mL  (25  mg)  NOC 
0024-0361-04, 1 mL(50  mg)  NDC  0024-0362-04, 1’-2mL(75  mgj 
NDC  0024-0363-04,  and  2 mL  (100  mg)  NOC  0024  0364-04  all  in 
boxes  of  25:  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC 
0024-0365-04  in  boxes  of  25 

Uni-Nest'"— 5 percent  solution:  ampuls  of  0 5 mL  (25  mg)  NDC 
0024-0371-04, 1 mL  (50  mg)  NDC  0024-0372-04, 1'/2mL(75  mg| 
NDC  0024-0373-04,  and  2 mL  (100  mg)  NOC  0024-0374-04  all  in  ’ 
boxes  of  25:  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NOC 
0024-0375-04  in  boxes  of  25. 

Vials  — 5 percent  multiple-dose  vials  of  30  mL  NOC  0024-0329-01 
and  10  percent  multiple-dose  vials  of  20  mL  NDC  0024-0331-01  al| 
in  boxes  of  1. 

Note  The  pH  of  DEMEROL  solutions  is  adjusted  between  3 5 
and  6 witb  sodium  hydroxide  or  hydrochloric  acid  Multiple-dose 
vials  contain  metacresol  01  percent  as  preservative.  No  preserva- 
tives are  added  to  the  ampuls  or  CARPUJECT  Sterile  Cartridge- 
Needle  Unit 
For  Oral  Use 

Tablets  of  50  mg.  bottles  of  100  (NOC  0024-0335-04)  and  500 
(NDC  0024-0335-06):  Hospital  Blister  Pak  of  25  (NDC  0024-0335-08 
100  mg.  bottles  of  100  (NOC  0024-0337-04)  and  500  (NOC  0024- 
0337-06):  Hospital  Blister  Pak  of  25  (NOC  0024-0337-02). 

Syrup,  nonalcoholic,  banana-flavored  50  mg  per  5 mL  teaspoon, 
bottles  of  16  fl  oz  (NDC  0024-0332-06). 
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The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Inc., 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  with  changing  IRS  laws 

Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Inc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 

1-800-523-0864 


«TYES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I imderstand  I am  imder  no  obligation  whatsoever. 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


Name 


Address 


City State Zip_ 

Phone:  ( ) Birth  Date  _ 

Year  In  Which  You  Plan  to  Retire 


Mail  this  coupon  to: 

AMA  Advisers,  Inc. 

200  N.  LaSalle  Street 
Suite  535 

Chicago,  IL  60664-1910 


AMA  ADVISERS,  INC. 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by 
the  American  Medical  Association 

Established  in  1966 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  207 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Environmental  Health 
Committee  Appointed 


Jackson,  MS  - In  response  to  concerns  expressed 
by  MSMA  members  at  the  June  House  of  Delegates 
meeting,  a Committee  on  Environmental  Health 
has  been  appointed.  Chaired  by  Dr.  David  Steckler,  MSMA's  immediate  past 
president,  the  Committee  will  serve  as  the  association's  official  study  and 
advisory  group  on  environmental  issues,  beginning  with  current  state  efforts 
to  define  and  regulate  disposal  of  medical  waste. 


Activities  to  Prevent  Chicago,  IL  - The  AMA  has  been  actively  in- 

Enactment  of  ETs  volved  in  a broad  range  of  activities  to  pre- 

vent enactment  of  Expenditure  Targets.  In 
addition  to  keeping  some  300,000  physicians  informed  on  the  issue,  AMA 
officers  and  trustees  have  visited  26  of  the  50  largest  newspaper  editorial 
boards,  and  the  association  has  published  ads  condemning  the  ET  proposal. 
The  ET  proposals  will  reach  House  and  Senate  floors  this  fall. 


Geriatric  Medicine  Chicago,  IL  - "Clinical  Update  in  Geriatric 

Conference  is  Set  Medicine"  is  a conference  to  be  sponsored  by  the 

AMA  and  the  American  Geriatric  Society,  October 
27-28  in  Chicago.  More  than  one  in  every  10  Americans  are  aged  65  or  older, 
and  within  the  next  30  years  their  number  will  double  to  64  million.  The 
growing  ranks  of  elderly  Americans  will  present  new  challenges  to  medical 
professionals.  For  conference  information,  call  (312)  645-5360. 


FDA,  AMA  Sponsor  Chicago,  IL  - "Drug  Regulation  and  Availability: 

Conference  on  Drugs  Balancing  the  Needs  of  the  Individual  with  Those 

of  Society"  is  the  theme  of  a conference  co- 
sponsored by  the  AMA  and  the  U.S.  Food  and  Drug  Administration,  Oct.  26-27 
in  Virginia.  The  conference  will  explore  implications  of  recent  changes  in 
procedures  for  developing,  evaluating  and  marketing  of  drugs  intended  to 
treat  the  seriously  ill. 


Congressional  Action  Washington,  DC  - The  U.S.  House  approved  a 

On  Health  Matters  permanent  ban  on  smoking  aboard  flights  of 

two  hours  or  less... The  Senate  Labor  Committee 
approved  legislation  requiring  businesses  to  provide  health  insurance  for 
all  employees  who  work  more  than  17.5  hours  per  week.  The  bill  would 
extend  insurance  coverage  to  more  than  24  million  Americans  who  do  not  have 
insurance  and  would  phase  in  expansion  of  Medicaid  to  cover  other  uninsured. 
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Edward  A. Dufresne,  Jr.  graduated 
from  St.  Stanislaus  in  1956  where 
he  was  a class  officer  and  captain 
of  the  school  band.  Today,  Judge 
Dufresne  presides  over  the  5th 
Circuit  Court  of  Appeal,  State  of  Louisiana. 


“The  training  and  education  I received  from  the 
Brothers  at  St.  Stanislaus  have  provided  me 
with  the  necessary  foundation  to  meet  the  chal- 
lenges I have  met  throughout  my  adult  life’.’ 

To  the  Brothers  of  the  Sacred  Heart,  every 
student  is  a potential  leader.  And  giving  him 
the  proper  example— spiritual,  intellectual 
and  moral  — is  our  mission  at  St.  Stanislaus. 


SAIIMT 

I STW IM I S I- A l_l  S 

BOARDING  SCHOOL 
GRADES  6-12 
SUMMER  CAMP 
AGES  9-14 
304  South  Beach  Blvd. 

Bay  St.  Louis,  MS  39520 


FOR  A FREE  BROCHURE  CALL  THE  DIRECTOR  OF  ADMISSI0NS-(601)  467-9057. 


St  Stanislaus 
helps  build  leaders. 
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Cigarette  Smoking: 
More  than  a Habit 


H.  THOMAS  MILHORN,  JR.,  M.D.,  PhD. 
Jackson,  Mississippi 

Nicotine  is  a psychoactive  agent  whose  continued 
use  usually  leads  to  dependence.  ‘ The  most  common 
form  of  nicotine  dependence  is  associated  with  the 
inhalation  of  cigarette  smoke.  Pipe  and  cigar  smok- 
ing, the  use  of  snuff  and  the  chewing  of  tobacco 
are  less  likely  to  lead  to  nicotine  dependence.^  We 
will,  therefore,  address  cigarette  smoking  as  the 
primary  agent  of  nicotine  addiction. 

Despite  the  fact  that  cigarette  smoking  is  the  larg- 
est single  preventable  cause  of  death  and  disability 
in  the  United  States,  most  patients  report  that  they 
have  not  been  counseled  by  their  physician  to  quit. 
This  failure  is,  in  part,  due  to  the  fact  that  physicians 
feel  a need  for  skills  training  in  the  area  of  smoking 
cessation.^  In  addition,  many  physicians  still  view 
cigarette  smoking  erroneously  as  a habit  rather  than 
a true  drug  addiction. 

Pharmacology  of  Nicotine 

Cigarette  smoke  is  composed  of  hundreds  of  sub- 
stances. These  can  be  divided  into  cigarette  con- 
stituents (organic  matter,  nicotine  alkaloids,  addi- 
tives) and  pyrolysis  products  (CO2,  CO,  Tar)."* 
Carcinogens  are  found  primarily  in  the  particulate 
phase  of  smoke. ^ The  smoke  itself  consists  of  main- 
stream smoke  which  is  inhaled  by  the  smoker  di- 
rectly from  the  cigarette  and  sidestream  smoke  which 
enters  the  atmosphere  from  the  lit  end  of  the  ciga- 
rette and  is  inhaled  by  others  in  the  vicinity,  in- 
cluding nonsmokers.''  Eighty  percent  of  environ- 
mental tobacco  smoke  is  sidestream  smoke.  It 

From  the  Department  of  Family  Medicine,  University  Medical 

Center,  Jackson,  Mississippi. 


The  author  states  that  the  pharmacologic 
and  behavioral  processes  that  determine  nic- 
otine addiction  are  similar  to  those  that  de- 
termine addiction  to  heroin  and  cocaine.  He 
maintains  that  treatment  of  nicotine  addic- 
tion should  be  more  widely  available,  and 
suggests  that  many  physicians  still  view  cig- 
arette smoking  erroneously  as  a habit  rather 
than  a true  drug  addiction. 


contains  greater  concentrations  of  various  toxic  and 
carcinogenic  compounds  than  mainstream  smoke. ^ 

The  average  cigarette  contains  about  10  mg  of 
nicotine.  A variable  amount,  probably  between  one 
to  two  milligrams,  is  actually  delivered  to  the  lungs 
when  the  cigarette  is  smoked.®  Absorption  of  ni- 
cotine in  the  lungs  depends  on  inhalation  amount, 
inhalation  depth,  inhalation  duration  and  pH  of  the 
smoke.''  A puff  of  smoke  results  in  a measurable 
nicotine  level  in  the  brain  in  seconds.’  With  regular 
use,  nicotine  accumulates  in  the  body  during  the 
day  and  persists  overnight.  Thus,  smokers  are  ex- 
posed to  the  effects  of  nicotine  24  hours  a day. 
Nicotine  readily  crosses  the  blood  brain  barrier  where 
it  acts  as  an  agonist  on  specific  cholinergic  receptors 
in  the  central  nervous  system.®  It  is  metabolized  in 
the  liver.  Continine  is  its  major  metabolite.® 

Trends  in  Smoking 

Despite  escalating  worldwide  cigarette  consump- 
tion, smoking  rates  in  the  United  States  continue  to 
decline.  Consumption  reached  a peak  in  the  mid 
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1960’s  when  42  percent  of  adults  smoked  (52  per- 
cent of  males  and  34  percent  of  females).  Per  capita 
consumption  began  to  drop  after  1964  when  the 
Surgeon  General  reported  tobacco  use  to  be  a major 
health  hazard.  Currently,  26.5  percent  of  adults 
smoke  (29.5  percent  of  men  and  23.8  percent  of 
women).^-^-®  Despite  the  trend  towards  fewer  and 
fewer  smokers,  there  has  been  a considerable  in- 
crease in  the  percentage  of  heavy  smokers.^ 

Medical  Complications  of  Smoking 

The  medical  complications  of  smoking  may  be 
divided  into  those  resulting  from  mainstream  smoke 
(active  smoking)  and  those  resulting  from  side- 
stream  smoke  (passive  smoking). 

Active  Smoking 

It  is  estimated  that  as  many  as  350,000  deaths 
per  year  in  the  United  States  may  be  attributed  to 
active  smoking.  This  would  represent  18  percent  of 
all  deaths.^  Total  smoking-related  health  costs  and 
lost  productivity  costs  amount  to  approximately  65 
billion  dollars  each  year.® 

TABLE  1 

DISEASES/CONDITIONS  ASSOCIATED  WITH  SMOKING 


Active  Smoking 

Cancer  — oral  cavity,  pharynx,  larynx,  esophagus,  lung,  pancreas, 
kidney,  bladder 

Cardiovascular  — aggravation  of  exercise-induced  angina,  coronary 
artery  disease,  myocardial  infarction,  cardiac  arrhythmias,  sudden 
cardiac  death,  stroke,  aortic  aneurysm,  arteriosclerotic  peripheral 
vascular  disease,  thromboangiitis  obliterans  (Buerger’s  Disease) 

Pulmonary  — impaired  pulmonary  function,  emphysema,  acute  and 
chronic  bronchitis,  chronic  cough  and  hoarseness  due  to  vocal 
cord  irritation 

Perinatal  Effects  of  Maternal  smoking  — increased  mortality,  re- 
duced birth  weight,  spontaneous  abortion,  sudden  infant  death 
syndrome,  congenital  abnormalities,  hyperactivity  in  childhood, 
risk  of  cancer  in  later  life 

Miscellaneous  — peptic  ulcer  disease,  erythrocytosis,  periopheral 
blood  leukocytosis,  smoker’s  skin,  decreased  taste  and  smell, 
abnormal  sperm  counts  and  evidence  of  chromosomal  damage, 
decreased  fertility,  increased  accident  rate,  altered  drug  metabo- 
lism, adverse  health  consequences  in  women  on  oral  contracep- 
tives 

Passive  Smoking 

Cancer  — lung 

Cardiovascular  — aggravation  of  exercise-induced  angina,  prema- 
ture ventricular  contractions 

Pulmonary  — impaired  pulmonary  function  in  adults,  asthma  at- 
tacks, pulmonary  infections,  bronchiolitis,  decreased  growth  rate 
of  lungs,  impaired  pulmonary  function  in  children 

Perinatal  Effects  — decreased  birth  weight  (maternal  or  paternal 
smoking) 

Miscellaneous  — increased  hospital  admissions  of  infants,  middle 
ear  effusions  and  sinusitis  in  children,  decreased  growth  rate 


Passive  Smoking 

Urinary  continine  and  carboxyhemoglobin  levels 
in  nonsmokers  have  been  shown  to  increase  directly 
with  the  number  of  cigarettes  smoked  in  the  local 
environment.®-  ® Passive  exposure  leads  to  signifi- 
cant morbidity  and  mortality.  It  has  been  estimated 
that  as  many  as  5,000  deaths  per  year  may  be  related 
to  passive  smoking.® 

The  health  consequences  of  active  and  passive 
smoking  are  summarized  in  Table  1. 

Nicotine  Addiction 

The  latest  report  of  the  Surgeon  General  stated 
that  (1)  cigarettes  and  other  forms  of  tobacco  are 
addicting,  (2)  nicotine  is  the  drug  in  tobacco  that 
causes  the  addiction  and  (3)  the  pharmacological 
and  behavioral  processes  that  determine  tobacco  ad- 
diction are  similar  to  those  that  determine  addiction 
to  drugs  such  as  heroin  and  cocaine.'  In  research 
protocols  where  nicotine  has  been  given  intrave- 
nously it  has  been  found  to  be  more  addicting  than 
cocaine.® 

The  central  element  among  all  forms  of  drug  ad- 
diction is  that  the  user’s  behavior  is  largely  con- 
trolled by  a psychoactive  substance.  Compulsive 
use  of  the  drug  often  occurs  despite  damage  to  the 
individual  or  society.  Drug  seeking  and  drug  taking 
behavior  is  driven  by  strong,  often  irresistible,  urges. 
It  often  takes  precedence  over  other  important  prior- 
ities. It  can  persist  despite  a desire  to  quit  or  even 
repeated  attempts  to  quit.'  This  is  certainly  true  of 
cigarette  smoking.  Most  smokers  who  experience  a 
myocardial  infarction,  for  example,  resume  smok- 
ing after  leaving  the  hospital."^ 

Addicting  drugs  are  reinforcing;  that  is,  the 
pharmacological  action  of  the  drug  is  sufficiently 
rewarding  to  maintain  self  adminstration.'  This  is 
true  of  nicotine.  In  fact,  smoking  patterns  of  non- 
human primates  resemble  that  of  stimulant  dmg  self- 
administration.'" 

Addictive  behavior  often  involves  regular  and 
temporal  patterns  of  use.  Environmental  factors,  in- 
cluding drug  associated  stimuli  and  social  pressures, 
are  important  influences  of  initiation  and  patterns 
of  use.'  Deprivation  increases  desire  for  the  drug. 
This  is  commonly  observed  during  the  theater  in- 
termission when  cigarettes  have  been  unavailable 
for  a period  of  time.' 

Paired  stimuli  are  known  to  increase  drug  use. 
In  the  case  of  nicotine,  the  sight,  smell  or  taste  of 
tobacco  or  smoke  increases  the  desire  to  smoke. 
Nicotine  intake  appears  to  remain  remarkably  stable 
from  day  to  day.  Evidence  exists  that  smokers  tend 
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to  adjust  their  intake,  to  some  extent,  to  maintain 
stable  plasma  nicotine  levels/ 

Tolerance  develops  to  nicotine  as  it  does  to  many 
addicting  drugs.'  One  doesn’t  just  wake  up  one  day 
smoking  30  cigarettes  a day.  The  degree  to  which 
one  is  involved  in  smoking  builds  up  over  a period 
of  time,  usually  years." 

Physical  dependence  can  develop  to  addicting 
drugs  and  is  characterized  by  a withdrawal  syn- 
drome. Nicotine  is  no  exception.'  Withdrawal  from 
nicotine,  however,  is  not  as  dramatic,  and  some- 
times life-threatening,  as  that  from  alcohol.  It  more 
resembles  withdrawal  from  central  nervous  system 
stimulants  such  as  cocaine  and  amphetamines.  Fol- 
lowing sudden  smoking  cessation,  or  attempts  to 
cut  down,  withdrawal  symptoms  (Table  2)  occur 
within  hours  and  tend  to  be  disturbing.  Intensity 
varies  greatly  from  person  to  person.’  Most  symp- 
toms decrease  significantly  over  three  weeks.  The 
symptoms  are  greatest  during  the  first  week.  During 
the  second  week  they  tend  to  gradually  decline,  or 
in  some  patients  increase  slightly.  They  continue  to 
decline  during  the  third  week.  Few  subjects  have 
withdrawal  symptoms,  other  than  occasional  crav- 
ing, after  21  days.  Heavy  smokers  generally  have 
more  severe  withdrawal  symptoms  than  light  smok- 
ers, probably  due  to  greater  physical  dependence 
on  nicotine.  Tapering  may  result  in  more  intense 
craving  than  sudden  cessation.'’ 

As  with  other  drugs  of  abuse,  relapse  is  a common 
occurrence  with  nicotine  dependence.  Less  than  two 
in  ten  succeed  in  the  first  effort.  After  seven  or 
more  attempts  less  than  half  succeed. 

The  addictive  characteristics  of  nicotine  are  sum- 
marized in  Table  3. 

The  critical  factor  for  developing  nicotine  de- 
pendence is  exposure.  A variety  of  factors  contrib- 
ute to  this,  including  greater  social  acceptability 
than  other  drugs,  relatively  low  cost,  ready  avail- 
ability and  promotion  by  the  tobacco  industry  which 
is  a 20  billion  dollar  business  providing  tax  revenues 
annually  in  excess  of  10  billion  dollars  to  state  and 
federal  governments.''  The  tobacco  industry  makes 
a considerable  effort  to  promote  tobacco,  not  only 
as  an  acceptable  form  of  drug  abuse  but  as  a highly 
desirable  form  as  well.'  Its  rate  of  expenditure  to 
advertise  and  market  tobacco  products  is  approxi- 
mately 2.5  billion  dollars  per  year  in  the  United 
States  alone." 

Leading  national  and  international  organizations 
have  recognized  chronic  tobacco  use  to  be  a drug 
addiction.  These  include  the  American  Psychiatric 
Association,  the  United  States  Public  Health  Serv- 
ice, and  the  World  Health  Organization.'-’ 


TABLE  2 

NICOTINE  WITHDRAWAL  SYNDROME 


Decreased  Heart  Rate 
Restlessness 
Dullness  or  Sleepiness 
Inability  to  Concentrate 
Irritability 

Feelings  of  Hostility 
Sleep  Disturbances 

Altered  Rapid  Eye  Movement  (REM)  during  sleep 
Slowing  of  EEG  with  Decreased  Arousal  Pattern 
Constipation  or  Diarrhea 
Weight  Gain 
Nicotine  Craving 

From  Milhom,  H.  Thomas,  Jr.,  Nicotine  Dependence.  Amer- 
ican Family  Physician,  39:214-224,1989.’ 

TABLE  3 

ADDICTIVE  CHARACTERISTICS  OF  NICOTINE 


Causes  psychoactive  effects  (euphoria,  stimulation,  relaxation) 
Compulsive  use  occurs 

Continued  use  occurs  despite  known  harmful  effects 
It  is  reinforcing 

Regular  and  temporal  patterns  of  use  exist 
Deprivation  increases  desire  to  use 
Paired  stimuli  increase  use 
Tolerance  develops 
Physical  dependence  occurs 
Withdrawal  syndrome  occurs 
Has  high  relapse  rate 

From  Milhom,  H.  Thomas,  Jr.  Nicotine  Dependence.  Amer- 
ican Family  Physician,  39:214-224,1989.’ 


Treatment  of  Nicotine  Addiction 

Five  stages  of  quitting  have  been  identified:  (1) 
Precontemplation  — In  this  stage  patients  are  un- 
likely to  be  responsive  to  direct  intervention.  They 
have  little  concern  about  the  negative  aspects  of 
smoking,  and  heavy-handed  messages  to  this  group 
may  increase  their  resistance  to  quitting.  If  pushed 
hard  they  will  simply  find  another  physician.  Calm, 
factual  presentation  of  the  risks  in  a low-key  and 
matter-of-fact  manner  is  the  best  approach.  (2)  Con- 
templation — In  this  stage,  patients  are  much  more 
open  to  receive  information  about  smoking  and  its 
dangers.  In  fact,  they  will  often  ask  for  help.  (3) 
Action  — This  is  the  stage  of  quitting.  (4)  Main- 
tenance — This  is  the  most  difficult  stage  of  all.  It 
involves  remaining  abstinent  from  cigarettes.  And 
(5)  Relapse  — Relapse  occurs  so  frequently  in  pa- 
tients attempting  to  give  up  cigarettes  that  it  has  to 
be  considered  part  of  the  quitting  process." 
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Methods  of  Treatment 


TABLE  4 

SOURCES  OF  SMOKING  CESSATION  MATERIAL 


Continued  tobacco  use  is  encouraged  by  social, 
psychological  and  pharmacological  factors.  Effec- 
tive treatment  must  address  all  of  these.’  Ideally,  it 
should  consist  of  alleviating  withdrawal  symptoms 
and  teaching  new  behaviors.  It  is  not  adequate  to 
advise  patients  to  switch  to  pipe  or  cigars  because 
they  will  probably  continue  to  inhale.  Tapering  has 
been  shown  to  be  inferior  to  sudden  cessation  as  a 
method  of  quitting.’  However,  the  patient  who  is 
unwilling  to  set  a date  and  quit  may  benefit  from 
tapering.  If  they  are  successful  at  this  they  may  have 
the  confidence  to  try  to  stop.  Approaches  with  mul- 
tiple components  have  been  shown  to  be  more  ef- 
fective than  those  with  single  components.^ 

Smoking  Cessation  Materials! Groups . A variety 
of  resources  are  available  to  those  who  wish  to  stop 
smoking.®  Smoking  cessation  kits  for  health  profes- 
sionals and  videotape  cessation  programs  are  avail- 
able from  a number  of  local  and  national  health 
agencies. (see  Table  4). 

Local  universities  and  hospitals  often  offer  smok- 
ing cessation  programs  and  local  private  practition- 
ers, such  as  health  psychologists,  can  be  helpful. 

Pharmacological  Approaches.  Pharmacological 
approaches  to  smoking-cessation  that  have  been 
studied  include  nicotine  fading,  nicotine-containing 
gum,  clonidine,  mecamylamine,  and  various  anti- 
cholinergic agents. 

Nicotine  fading  consists  of  gradual  reduction  of 
nicotine  consumption  by  changing  to  brands  with 
less  tar  and  nicotine  and  progressively  smoking  fewer 
and  fewer  cigarettes.  Smokers  tend  to  compensate 
for  the  reduced  nicotine  in  each  cigarette  by  taking 
more  puffs,  inhaling  deeper  and  prolonging  smok- 
ing of  each  cigarette.  For  obvious  reasons,  this  ap- 
proach, when  used  by  itself,  has  a limited  impact 
on  smoking  cessation.  A variant  of  this  approach 
makes  use  of  a series  of  dilution  filters  which  pro- 
gressively mix  more  air  with  the  smoke  in  hopes 
that  the  smoker  can  gradually  decrease  his  nicotine 
intake  to  zero.  This  approach  suffers  from  similar 
shortcomings.® 

Nicotine-containing  gum  (Nicorette’')  consists  of 
2 mg  of  nicotine  and  a polycrilex  exchange  resin. 
It  should  be  started  only  after  smoking  has  stopped. 
The  rapid  nicotine  blood  levels  obtained  from  smok- 
ing are  not  achieved  from  chewing  the  gum.  The 
average  daily  dose  is  eight  to  ten  pieces  but  more 
can  be,  and  probably  should  be,  used.  Smokers  tend 
to  under-utilize  the  gum,  thus  limiting  its  effective- 
ness. Heavy  smokers  with  signs  of  physical  de- 
pendence are  the  best  candidates  for  the  gum.'®  As 


National  Offices 

American  Academy  of  Family  Physicians,  Health  Education  De- 
partment-A,  8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  TX 
75231 

Health  Promotion  Group,  Inc.,  PO  Box  59687,  Homewood,  AL 
35259 

Lorimar  Home  Video,  17942  Cowan,  Irvine,  CA  92714;  or  call  1- 
800-323-5275  to  order  by  credit  card 
National  Audio  Visual  Center,  Customer  Services  Section,  8700 
Edgeworth  Drive,  Capital  Heights,  MD  20743-3701 
National  Cancer  Institute,  Office  of  Cancer  Communications,  Bldg. 

31,  Room  4B43,  Bethesda,  MD  20892 
National  Heart,  Lung,  and  Blood  Institute,  Smoking  Education  Pro- 
gram, National  Institutes  of  Health,  Bldg.,  31,  Room  4A-18, 
Dept,  A-1,  Bethesda,  MD  20892 

Office  on  Smoking  and  Health,  5600  Fishers  Lane,  Park  Bldg., 
Room  1 10,  Rockville,  MD  20857 

Local  Offices/Divisions 

American  Cancer  Society.  See  local  telephone  directory 
American  Heart  Association.  See  local  telephone  directory 
American  Lung  Association.  See  local  telephone  directory 

From  Milhom,  H.  Thomas,  Jr.  Nicotine  Dependence.  Amer- 
ican Family  Physician,  39:214-224,1989.’ 

many  as  10  percent  of  gum  users  may  become  de- 
pendent on  it.  To  minimize  this,  prescriptions  should 
be  given  on  a restricted  basis.®  Ideally,  tapering 
should  occur  over  three  to  four  weeks.  The  gum 
should  not  be  prescribed  for  over  three  months.  It 
does  reduce  the  desire  to  smoke,  although  it  does 
not  eliminate  it,  and  withdrawal  symptoms  are  less- 
ened.'"* The  gum  is  most  effective  when  combined 
with  clear-cut  treatment  plan.'®  It  is  the  only  med- 
ication approved  by  the  Food  and  Drug  Adminis- 
tration for  smoking  cessation. 

Pharmacological  agents  currently  under  study  for 
smoking  cessation  include  clonidine  (an  a-2  adre- 
nergic agonist),  mecamylamine  (a  centrally  acting 
nicotine  blocking  agent)  and  several  anticholinergic 
agents  (atropine,  scopolamine,  chlorpromazine) 
which  are  thought  to  attenuate  withdrawal  symp- 
toms by  preventing  the  acetylcholine  rebound  that 
occurs  following  smoking  cessation.  At  the  present 
time  there  is  insufficient  information  on  all  of  these 
agents  to  justify  routine  prescription  for  smoking 
cessation. '® 

Relapse 

Relapse  occurs  so  often  in  those  attempting  to 
quit  smoking  that  it  must  be  considered  part  of  the 
smoking  cessation  program.  Circumstances  leading 
to  relapse  generally  vary  with  time  from  the  moment 
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of  quitting.  The  most  common  reason  given  for 
relapse  in  the  first  week  is  withdrawal  symptoms. 
After  the  first  week,  coping  with  crisis  situations 
and  exposure  to  smoking  triggers,  such  as  the  pres- 
ence of  other  smokers  or  the  consumption  of  alcohol 
or  coffee,  are  prominent  reasons.  The  majority  of 
crises  occur  at  work  or  involve  family  situations, 
most  commonly  an  argument  with  the  spouse  or 
other  family  member  or  serious  illness  of  a family 
member.  Inactivity  and  boredom  are  also  dangerous 
situations.  Relapses  during  the  first  week  are  more 
apt  to  occur  in  the  home  and  in  the  evening.  After 
the  second  week  they  are  more  apt  to  occur  outside 
the  home.‘^'^°  The  patient  should  not  view  relapse 
as  a failure  but  should  learn  from  the  reason  he 
relapsed.  He  should  set  another  quit  date  and  include 
the  reason  for  relapse  in  his  revised  maintenance 
program.  He  should  receive  continued  support  and 
encouragement.  The  best  predictor  of  relapse  may 
be  the  quality  of  support  from  family,  friends  and 
co-workers." 

Role  of  the  Physician 

Seventy-five  percent  of  adults  in  the  United  States 
make  at  least  one  visit  to  the  physician  each  year, 
with  the  mean  yearly  number  of  visits  being  five. 
Thus,  for  the  majority  of  physicians,  the  opportunity 
for  approaching  smoking  cessation  will  come  in  the 
office.^ 

The  smoking  history  should  be  part  of  every  med- 
ical history.  It  should  include  questions  such  as:(l) 
does  the  patient  smoke,  (2)  if  so,  how  much  does 
he  smoke,  (3)  how  long  has  he  smoked,  (4)  how 
early  each  day  does  he  smoke,  (5)  what  type  of 
cigarettes  does  he  smoke,  (6)  has  he  ever  tried  to 
quit,  (7)  reasons  for  success  or  failure,  (8)  does  he 
smoke  in  public  or  in  restricted  places,  (9)  does  he 
smoke  when  he  is  ill,  and  (10)  why  does  he  smoke? 
These  questions  are  aimed  at  determining  the  degree 
of  nicotine  addiction  as  well  as  building  on  past 
successes  and  failures.^ 

During  the  physical  examination,  abnormalities 
related  to  smoking  should  be  emphasized  as  they 
are  found.  These  might  include  cigarette  stained 
fingers,  smoker’s  lines  and  crow’s  feet  on  the  face, 
pulmonary  rales  or  rhonchi  and  increased  resonance 
on  percussion.^ 

For  every  patient  who  smokes,  the  physician 
should  determine  their  interest  in  quitting.  If  it  is 
determined  that  the  patient  is  in  the  precontempla- 
tion stage  and  not  ready  to  make  an  attempt,  rec- 
ommendations and  materials  can  be  supplied  that 
may  orient  him  toward  cessation  at  a later  date.  He 


should  be  encouraged  to  cut  down.  If  the  patient  is 
judged  to  be  in  the  contemplation  stage,  the  phy- 
sician should  determine  the  reason  the  patient  is 
thinking  about  quitting.  This  can  be  used  to  rein- 
force the  quitting  effort. 

For  smokers  who  desire  to  quit,  the  physicians 
may  choose  to:  ( 1 ) furnish  the  patient  with  self-help 
material,  (2)  work  with  the  patient  himself  using 
material  supplied  for  this  purpose  by  several  orga- 
nizations or  (3)  refer  the  patient  to  a community 
smoking  cessation  program.  Like  many  other  things 
in  medicine,  the  physician  should  decide  which  one 
of  these  approaches  he  is  most  comfortable  with  and 
use  it  regularly. 

The  physician  may  wish  to  prescribe  nicotine  gum 
to  be  used  once  smoking  has  ceased.  If  he  plans  to 
refer  the  patient  to  a community  program  he  should 
be  sure  this  is  compatible  with  that  program.  After 
a steady-state  dose  has  been  reached,  the  gum  should 
be  prescribed  in  a tapering  dose  over  three  to  four 
weeks.  It  should  not  be  prescribed  for  over  three 
months.  The  risk  of  addiction  to  the  gum  is  real  and 
significant.  Simply  prescribing  the  gum  as  if  it  were 
a “magic  bullet’’  is  ineffective  and  is  to  be  dis- 
couraged.*- The  reader  is  referred  to  the  pack- 
age insert  for  directions  for  its  use,  contraindications 
and  side  effects. 

A major  obstacle  to  abstinence  is  weight  gain, 
either  feared  or  real.  This  must  be  addressed.  In- 
creasing exercise  and  planning  good  nutrition  for 
weight  maintenance  are  essential.^'* 

Some  of  the  immediate  consequences  of  smoking 
cessation  include  improved  ability  to  breathe,  de- 
creased cough,  regained  sense  of  taste  and  smell, 
saved  money,  fresh  breath,  no  more  bum  holes,  no 
ashtrays  to  empty,  no  more  tobacco  stains  on  teeth 
and  fingers,  better  insurance  risk,  decreased  risk  of 
passive  smoking  on  family  and  co-workers  and  im- 
proved exercise  tolerance.^  The  physician  can  take 
advantage  of  these  and  use  them  as  early  positive 
reinforcement. 

The  physician  should  encourage  patients  to  call 
if  they  relapse  so  that  the  reason  can  be  identified 
and  used  in  a revised  maintenance  program  after  a 
new  quit  date  has  been  set.^ 

An  attitude  by  the  physician  that  smoking  is  merely 
a habit  rather  than  a true  drug  addiction  can  be  an 
impediment  to  successful  treatment.  If  the  physician 
chooses  not  to  counsel  patients,  the  minimum  in- 
tervention should  be  to  explain  the  health  risks  to 
him  and  advise  him  to  quit.  Five  to  ten  percent  of 
smoking  patients  will  quit  simply  on  the  advice  of 
their  physician.* 
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Conclusion 

Nicotine  is  a psychoactive  drug  with  actions  that 
reinforce  the  use  of  tobacco,  leading  to  continued 
use  despite  known  adverse  health  consequences.  As 
a result,  cigarette  smoking  continues  to  be  the  larg- 
est single  preventable  cause  of  death  and  disability 
in  the  United  States.  The  pharmacological  and  be- 
havioral processes  that  determine  nicotine  addiction 
are  similar  to  those  that  determine  addiction  to  her- 
oin and  cocaine.  Treatment  of  nicotine  addiction 
should  be  more  widely  available  and  should  be  con- 
sidered at  least  as  favorable  by  third  party  payers 
as  treatment  of  alcohol  and  illicit  drug  addiction. 
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Hospital  Emergency  Departments  in 
Mississippi 

MICHAEL  H.  BROSS,  M.D. 

FRANK  M.  WIYGUL,  M.D. 

Jackson,  Mississippi 


iVlississiPPi  HAS  over  100  hospitals  that  offer  emer- 
gency services.  There  is  wide  variation  in  the  serv- 
ices provided  and  the  number  of  patients  treated. 
Hospital  emergency  departments  are  expected  to 
provide  care  for  both  medical  and  surgical  emer- 
gencies. Since  trauma  patients  require  a tremendous 
range  of  hospital  resources  for  optimum  outcome, 
trauma  care  will  be  utilized  as  the  model  for  as- 
sessing emergency  department  capability. 

In  the  United  States,  trauma  is  the  leading  cause 
of  death  in  the  first  four  decades  of  life.'  The  first 
two  hours  after  injury  have  been  referred  to  as  the 
“golden  hour”  for  critically  injured  patients,  with 
death  often  occurring  from  potentially  treatable  in- 
juries such  as  intracranial  bleeding,  ruptured  spleen, 
laceration  of  the  liver,  and  multiple  fractures.^  Stud- 
ies have  shown  that  20%  to  30%  of  the  trauma 
deaths  are  preventable.^  The  economic  cost  of  trauma 
was  estimated  to  be  $107.3  billion  dollars  in  1986‘* 
and  is  rising  yearly. 

The  purpose  of  this  study  is  to  describe  and  sta- 
tistically analyze  hospital  emergency  departments 
in  Mississippi.  This  information  should  be  useful 
for  the  future  planning  and  coordination  of  emer- 
gency services. 

Methods 

The  information  presented  in  this  study  is  derived 
from  the  most  recent  data  available  from  the  Mis- 
sissippi State  Department  of  Health,  Division  of 
Health  Facilities  Licensure.  The  data  was  obtained 
by  the  Division  of  Health  Facilities  Licensure  and 
the  American  Hospital  Association  through  their  an- 
nual fiscal  year  1987  Hospital  Questionnaire.  All 
of  the  non-federal  hospitals  in  Mississippi  that  re- 
ported having  an  emergency  department  in  the  hos- 
pital or  on  the  hospital  grounds  are  included. 


From  the  Department  of  Family  Medicine,  University  Medical 
Center,  Jackson,  MS. 


This  paper  is  a descriptive  study  of  hos- 
pital emergency  departments  in  Mississippi. 
Hospital  emergency  departments  are  ana- 
lyzed according  to  the  number  of  patient 
visits  per  day  and  the  services  available.  The 
data  indicate  that  rapid  access  of  a trauma 
patient  to  a high  volume,  broad  service 
emergency  department  is  difficult  in  much 
of  the  state.  The  authors  encourage  the  state 
to  utilize  recommendations  of  the  American 
College  of  Surgeons  to  develop  a statewide 
emergency  medical  system.  They  maintain 
that  such  a system  would  better  match  ex- 
isting resources  with  the  needs  of  emergency 
patients. 


The  utilization  of  each  non-federal  hospital  emer- 
gency department  was  measured  by  the  average 
number  of  visits  per  day,  calculated  by  dividing  the 
number  of  yearly  visits  by  365  (result  rounded  to 
nearest  whole  number). 

The  services  offered  by  each  emergency  depart- 
ment were  quantified  by  looking  at  both  hospital 
capability  and  physician  availability.  Hospital  ca- 
pability was  measured  by  the  in-house  presence  of 
a computerized  axial  tomography  scanner  and/or  a 
blood  bank  (two  potential  services);  these  services 
were  either  in  the  hospital  or  on  the  hospital  grounds. 
Physician  availability  was  measured  by  adding  the 
number  of  different  consultants  on  active  or  asso- 
ciate medical  staff  at  each  hospital.  The  physician 
consultants  considered  were:  general  surgeons,  or- 
thopedic surgeons,  neurosurgeons,  ophthalmolo- 
gists, obstetric-gynecologists,  anesthesiologists,  in- 
ternal medicine  physicians,  and  pediatricians  (total 
of  eight  potential  consultants).  Maximum  emer- 
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gency  department  services  were  thus  the  sum  of 
hospital  capability  (2)  plus  all  physician  consultants 
available  (8),  for  a total  of  10  services.  These  10 
services  are  among  the  essential  and  desired  char- 
acteristics of  trauma  centers  as  outlined  by  the 
American  College  of  Surgeons.^ 

Results 

In  fiscal  year  1987,  Mississippi  had  108  hospital 
emergency  rooms  serving  a population  of  approx- 
imately 2.6  million  residents.  Figure  1 shows  the 
division  of  hospitals  by  the  number  of  daily  emer- 
gency visits.  There  were  69  hospital  emergency  de- 
partments in  the  state  that  served  less  than  20  pa- 
tients per  day.  There  were  only  11  hospital 
emergency  departments  in  the  state  that  served  60 
or  more  patients/day. 

The  emergency  departments  with  over  60  visits/ 
day  are  listed  on  Table  1.  These  eleven  hospitals 
provided  approximately  38%  of  the  total  emergency 
visits.  University  Medical  Center  treated  the  most 
emergency  patients,  averaging  151  visits/day  or 
5.7%  of  the  total.  North  Mississippi  Medical  Cen- 
ter, Singing  River,  and  Forrest  County  General  were 


TABLE  1 

HOSPITALS  WITH  OVER  60  EMERGENCY  ROOM  VISITS/DAY 


Hospital 

Number  of 
ER  Visits/Day 

% 

District 

University  MC  (Jackson) 

151 

5.7 

V 

North  Miss.  MC  (Tupelo) 

137 

5.17 

II 

Singing  River  (Pascagoula) 

112 

4.22 

IX 

Forrest  Co.  Gen.  (Hattiesburg) 

105 

3.69 

VIII 

Memorial  Hospital  (Gulfport) 

91 

3.43 

IX 

Miss.  Bapt.  MC  (Jackson) 

78 

2.94 

V 

Hinds  General  (Jackson) 

77 

2.9 

V 

South  Miss.  State  (Laurel) 

70 

2.64 

VIII 

Delta  Med.  Center  (Greenville) 

67 

2.52 

III 

Golden  Triangle  Reg.  MC 
(Columbus) 

66 

2.49 

IV 

Jones  County  Comm.  (Laurel) 

63 

2.37 

VIII 

the  remaining  hospitals  with  over  100  emergency 
department  visits/day. 

The  number  of  emergency  departments  in  the  state 
relative  to  the  number  of  services  offered  is  sum- 
marized in  Figure  2.  The  services  offered  by  the 


Hospital  ER  Visits/Day 

Number  of 
Visits/Day 
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Number  of  Hospitals 

Figure  1 . Hospital  Emergency  Department  visitsiday. 
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Number  of  Hospitals  and 
Percent  of  Total  Visits  per  Number  of  Services 
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Figure  2.  Number  of  hospitals  and  percent  of  total  visits  per  # services. 


hospital  emergency  departments  ranged  from  0 to 
10.  There  was  a bimodal  distribution  of  hospital 
emergency  departments  in  Mississippi,  with  many 
hospitals  offering  very  few  services  and  many  hos- 
pitals offering  most  of  the  services.  There  were  56 
hospital  emergency  departments  (over  half)  in  the 
state  that  offered  three  or  less  services.  Most  of 
these  emergency  departments  were  in  small  towns 
and  served  limited  numbers  of  patients.  There  were 
29  emergency  departments  (approximately  one- 
fourth)  that  offered  9 or  10  services.  These  broad 
service  emergency  rooms  served  approximately  58% 
of  the  total  patients. 

The  high  volume  and  the  broad  service  hospital 
emergency  departments  are  both  displayed  in  Figure 
3.  The  29  broad  service  emergency  rooms  were 
scattered  throughout  the  state,  encompassing  all  of 
the  Public  Health  Districts.  Only  10  of  these  29 
emergency  departments  had  high  patient  utilization 
rates.  (One  of  the  high  volume  emergency  depart- 
ments, South  Mississippi  State,  offered  only  two 
services.)  The  high  volume  emergency  departments 
were  largely  clustered  around  the  major  population 
centers.  Public  Health  Districts  V and  VIII  each 
contained  three  of  the  high  volume  emergency 


Figure  3.  Hospitals  by  public  health  districts. 

rooms.  Public  Health  Districts  I,  VI,  and  VII  did 
not  contain  a high  volume  emergency  room. 

Discussion 

There  are  many  hospital  emergency  departments 
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in  the  state  with  vast  differences  in  size  and  services. 
It  is  noteworthy  that  69  out  of  108  hospital  emer- 
gency departments  were  low  volume  with  less  than 
20  visits/day.  There  were  56  out  of  108  hospital 
emergency  departments  with  3 or  fewer  services. 
Small  emergency  departments  can  serve  the  vast 
majority  of  their  patients  well  with  sound  medical 
management  and  appropriate  referrals.  Common 
emergency  problems,  such  as  cardiac  arrhythmias, 
asthma,  and  minor  injuries,  are  well  addressed  by 
capable  personnel  with  limited  equipment.  How- 
ever, the  question  arises  whether  small  emergency 
rooms  are  able  to  deal  with  trauma  patients.  True 
trauma  patients  comprise  approximately  five  per- 
cent of  emergency  room  visits.  Low  patient  volume 
in  an  emergency  room  makes  it  difficult,  if  not 
impossible,  for  physicians  to  maintain  expertise  in 
specific  surgical  skills.  Small  hospitals  in  Missis- 
sippi have  been  shown  to  be  limited  in  both  phy- 
sician staffing  and  essential  equipment.  Many  stud- 
ies have  shown  that  optimal  trauma  outcome  is 
associated  with  immediate  transport  to  an  institution 
which  can  provide  definitive  care.^ 

There  were  29  hospital  emergency  departments 
that  offered  9 or  10  services.  These  emergency  de- 
partments covered  most  of  the  state.  Utilization  rates 
revealed  that  only  10  of  these  29  emergency  de- 
partments were  high  volume,  serving  60  or  more 
patients  per  day.  High  patient  volume  is  recom- 
mended for  the  optimal  treatment  of  traumatic  in- 
juries.^ High  volume  emergency  departments  were 
not  found  in  Public  Health  Districts  I,  VI,  and  VII. 
The  northern  portion  of  Public  Health  District  I is 
close  to  Memphis  with  its  full  emergency  services. 
Public  Health  Districts  VI  and  VII  had  several  hos- 
pitals in  the  populated  areas,  probably  preventing 
any  one  hospital  emergency  department  from  ac- 
quiring a high  volume.  It  is  also  noteworthy  that 
the  eastern  portion  of  Public  Health  District  III  is  a 
considerable  distance  from  a high  volume  emer- 
gency department.  The  rapid  transport  of  an  injured 
Mississippian  to  a high  volume,  broad  service  emer- 
gency department  is,  therefore,  difficult  in  much  of 
the  state. 

Mississippi  does  not  have  a formal  system  for 


emergency  medical  services  to  field  triage  the  se- 
riously injured  patient  to  an  appropriately  staffed 
and  equipped  facility.  The  prehospital  providers  of 
emergency  care  are  typically  bound  by  policies  which 
direct  them  to  transport  to  their  supporting  institu- 
tion or  the  closest  facility  regardless  of  the  condition 
of  the  patient.®  The  benefits  of  immediately  trans- 
porting the  trauma  patient  to  an  adequately  equipped 
and  staffed  facility  have  been  clearly  demonstrated.^ 
Increased  effort  in  working  with  Emergency  Med- 
ical Services  is  needed  to  insure  that  well-trained 
personnel  are  available  throughout  the  state  for  field 
triage  and  transport.  Once  well-trained  personnel 
are  documented  in  the  less  populated  areas,  the  li- 
ability of  field  triage  will  be  minimized. 

The  American  College  of  Surgeons^  has  outlined 
a comprehensive  system  of  trauma  care  which  en- 
compasses both  hospital  and  prehospital  resources. 
These  recommendations  have  been  widely  accepted 
and  appear  to  significantly  improved  outcome.  State 
authorities  should  be  urged  to  utilize  the  recom- 
mendations of  the  American  College  of  Surgeons 
to  develop  a statewide  emergency  medical  system. 
Coordination  and  assignment  of  hospital  emergency 
departments  to  differing  levels  of  care  is  best  di- 
rected on  a statewide  level.  A statewide  emergency 
medical  system  could  approach  the  ideal  of  match- 
ing the  capability  of  the  hospital  and  its  personnel 
to  the  severity  of  the  injury.^  ★★★ 

2500  North  State  Street  (39216) 
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Radiological  Seminar  CCXLXIII: 
Percutaneous  Gastrojejunostomy  — 
an  Interventional  Radiologic 
Procedure 


RIFE  E.  HUCKABEE,  M.D. 

JAMES  U.  MORANO,  M.D. 

B.  CLAY  PARKER,  M.D. 

Jackson,  Mississippi 

Enteric  alimentation  in  patients  with  an  intact 
and  functioning  gastrointestinal  tract  is  the  method 
of  choice  for  maintenance  of  nutritional  support. 
However,  when  per  oral  ingestion  becomes  impos- 
sible or  dangerous  for  the  patient,  and  the  disability 
promises  to  be  long-term,  an  alternative  means  for 
providing  adequate  caloric  intake  and  other  dietary 
requirements  must  be  sought.  This  subset  of  patients 
would  include  those  with  various  head  and  neck  or 
other  malignancies  causing  dysphagia  and/or  pha- 
ryngeal or  esophageal  obstruction;  those  with  other 
debilitating  diseases  who  need  nutritional  supple- 
mentation; and  patients  with  central  nervous  system 
disorders  that  preclude  oral  feeding.'-^  Because  long- 
term nasogastric  intubation  is  generally  poorly  tol- 
erated, surgical  gastrostomy  has  been  one  of  the 
few  remaining  alternatives  until  recently.  However, 
an  interventional  radiologic  procedure  known  as 
percutaneous  gastrostomy  and  gastroenterostomy  has 
emerged  in  recent  years  to  rival  the  more  traditional 
approach. 

Percutaneous  gastrostomy  was  first  described  in 
1980  as  an  endoscopic  procedure.'  Success  with 
percutaneous  placement  was  seen  in  the  radiologic 
literature  during  1986.^  ''  Since  its  inception,  several 
major  series  have  been  published  enumerating  the 
advantages  of  the  radiologic  procedure  over  surgical 
and  endoscopic  placement;  including  lessened  mor- 
bidity, improved  cost-effectiveness,  and  ease  of  tube 
manipulation  under  direct  fluoroscopic  observation. 

Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  University  Medical  Cen- 
ter, Jackson,  MS. 


The  authors  describe  the  recent  emerg- 
ence of  an  interventional  radiologic  proce- 
dure, percutaneous  gastrostomy  and  gas- 
troenterostomy. They  present  a case  report, 
and  discuss  indications,  methods,  and  ad- 
vantages of  the  procedure  for  some  patients. 


Case  Report 

Our  patient,  a 53-year-old  black  woman,  was  di- 
agnosed with  unresectable,  undifferentiated  large 
cell  carcinoma  of  lung  in  March  1988.  She  had 
undergone  external  beam  radiotherapy  (total  6000 
rads)  and  had  received  two  courses  of  chemotherapy 
(VP, 5 /cis-platinum)  when  she  presented  with  wors- 
ening dysphagia,  a productive  cough,  and  one  ep- 
isode of  hemoptysis.  Initial  chest  film  revealed  right 
lower  lobe  consolidation.  Barium  esophagram 
showed  a tracheo-esophageal  fistula.  A Dobhoff 
feeding  tube  was  inserted  initially.  Subsequently, 
an  esophageal  stent  was  placed  to  prevent  recurrent 
aspiration.  However,  another  contrast  esophagram 
showed  flow  around  the  stent,  through  the  fistula, 
and  into  the  tracheobronchial  tree.  A gastrostomy 
was  believed  indicated  to  maintain  nutritional  sup- 
port and  place  the  esophagus  at  rest.  Because  of 
concern  about  possibly  dislodging  the  esophageal 
stent  with  the  endoscope  during  percutaneous  en- 
doscopic gastrostomy  (PEG),  interventional  radiol- 
ogy was  consulted  for  percutaneous  non-endoscopic 
gastroenterostomy  placement. 
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With  minor  modification  our  procedural  tech- 
nique was  patterned  after  that  described  by  Alzate, 
el  al.^  The  patient  was  kept  NPO  after  midnight  the 
evening  before  the  procedure  was  to  be  performed. 
Oral  medications,  if  any,  could  be  given,  however, 
and  intravenous  access  established.  Oral  contrast 
was  prescribed  at  bedtime  to  provide  faint  opaci- 
fication of  colon  by  the  following  morning. 

Initially,  a puncture  site  was  chosen  in  the  left 
upper  abdominal  quadrant  below  the  costal  margin 
and  at  the  lateral  border  of  the  rectus  abdominis 
sheath,  thus  avoiding  the  course  of  the  superior  epi- 
gastric artery.  Fluoroscopy  was  then  used  to  confirm 
that  the  transverse  colon  was  not  interposed  between 
stomach  and  anterior  abdominal  wall.  In  addition, 
ultrasound  scanning  over  the  intended  puncture  site 
documented  a safe  approach  with  respect  to  the  left 
lobe  of  the  liver. 

In  order  to  maintain  gastric  insufflation  through- 
out the  procedure,  a small  nasogastric  tube  was  in- 
serted under  fluoroscopic  guidance,  particularly  to 
avoid  manipulating  the  patient’s  esophageal  stent. 
Additionally,  one  milligram  of  glucagon  was  ad- 
ministered intravenously  to  achieve  relaxation  of 
gastric  smooth  muscle. 

Following  sterile  preparation  and  local  anesthe- 
sia, an  18  gauge  needle  was  passed  into  the  air- 
distended  stomach  under  fluroscopic  observation. 
Then,  utilizing  several  guidewire  and  catheter  ex- 
changes, a Carey- Alzate-Coons  gastrojejunostomy 
catheter  was  manipulated  through  the  pylorus  and 
positioned  beyond  the  ligament  of  Treitz  into  the 
proximal  jejunum  (see  Figure  1).  A Malecot-type 
retention  device  on  the  intragastric  portion  of  the 
catheter  was  then  engaged,  and  the  external  portion 
was  sutured  to  the  skin  at  the  entrance  site.  Injection 
of  contrast  at  the  completion  of  the  procedure  con- 
firmed the  catheter  position  as  within  jejunum.  The 
nasogastric  tube  was  left  to  continuous  low  suction 
until  the  following  day  when  feeding  was  begun. 
No  procedure-related  complications  occurred,  and 
the  patient  was  soon  discharged. 

Discussion 

Several  advantages  of  the  radiologic  procedure 
over  surgical  and  endoscopic  gastrostomy  are  note- 
worthy. The  risks  of  general  anesthesia,  required  in 
25%  to  30%  of  operative  gastrostomies,  are  avoided.^ 
Local  anesiliesia  and  parenteral  sedative  agents,  such 
as  midazolam  (Versed),  are  administered.  Also,  di- 
rect visualization  afforded  by  fluoroscopy  allows 
manipulation  of  the  catheter  through  the  pylorus  and 


Figure  1:  Percutaneous  gastrojejunostomy.  Percut- 
neous  entrance  site  into  stomach  (thick  black  arrow). 
Malecot-type  retention  apparatus  in  gastric  antrum  ( thin 
black  arrow).  Inverted  cephalad-directed  duodenal  C- 
loop  (curved  arrow).  Catheter  tip  with  contrast  injected 
to  confirm  position  beyond  ligament  of  Treitz  in  proximal 
jejunum  (arrowhead). 


duodenum  and  into  the  jejunum  with  ease,  a feat 
not  easily  possible  with  surgical  placement.  With 
the  catheter  tip  beyond  the  ligament  of  Treitz,  little 
risk  of  gastric  reflux  and  subsequent  aspiration  is 
encountered  during  feedings.  Some  series  have 
shown  this  complication  to  be  as  high  as  38%  with 
simple  gastrostomy.^ 

There  is  a favorable  complication  rate  with  the 
radiologic  procedure  as  compared  with  the  surgical 
morbidity.  In  most  current  series,  major  compli- 
cations including  peritonitis  and  gastrointestinal 
hemorrhage  requiring  laparotomy  occurred  in  less 
than  2%.^  Similar  complications  from  surgical 
placement  range  from  3%  to  6%.^  Minor  compli- 
cations, such  as  medically-treated  peritoneal  irri- 
tation and  stomal  infection,  occurred  in  less  than 
5%  as  compared  with  6%  to  10%  at  surgery.^  A 
greater  number  of  complications  have  also  been  re- 
ported for  PEG.^  With  this  procedure  the  endos- 
copist must  puncture  toward  the  lighted  end  of  the 
fiber  optic  endoscope,  so  that  he  or  she  cannot  be 
certain  of  avoiding  bowel  or  left  lobe  of  the  liver. 
However,  endoscopic  placement  can  be  done  at  the 
bedside,  and  there  is  no  exposure  to  radiation.^ 

Finally,  there  is  the  issue  of  cost  containment. 
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The  radiologic  procedure  requires  no  operating  room 
time  or  expense.  It  can  be  accomplished  with  fewer 
personnel  and  in  a more  timely  fashion.  Also,  due 
to  fewer  complications,  the  length  of  hospital  stay 
could  be  substantially  reduced.  It  is  evident  that  the 
role  of  the  interventional  radiologist  continues  to 
evolve  and  radiologic  percutaneous  gastrojejunos- 
tomy placement  will  likely  have  an  increasing  part 
to  play  in  patient  management  in  the  future. 

★★★ 

2500  North  State  Street  (39216) 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable.’^ 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


SPECIAL  ARTICLE 


What  Is  Your  Medical 
Practice  Worth? 


CECIL  W.  HARPER,  C.P.A. 
Jackson,  Mississippi 


What  IS  YOUR  MEDICAL  PRACTICE  WORTH?  Simple 
answer?  Not  really.  Determining  the  value  of  any 
business  interest,  much  less  a medical  practice,  is 
not  an  exact  science.  Yet,  upon  retirement,  practice 
sales  or  other  ownership  transitions,  this  question 
must  be  answered.  Unfortunately,  in  many  in- 
stances, medical  practices  are  valued  using  generic 
approaches  not  properly  adapted  to  a medical  prac- 
tice with  the  end  result  being  an  improper  valuation 
and  someone  coming  up  short. 

In  most  cases,  a medical  practice  valuation  is 
approached  from  the  standpoint  of  first,  valuing  the 
individual  components  of  assets  and  liabilities  within 
the  practice  to  determine  what  is  referred  to  as  net 
tangible  assets.  A total  practice  value  would  then 
be  determined  by  adding  the  net  tangible  assets  to 
any  intangible  values  computed  for  goodwill  as  dis- 
cussed below.  Some  common  elements  encountered 
in  the  valuation  of  a medical  practice  and  the  com- 
mon approaches  for  the  valuation  of  each  are  de- 
scribed below. 

Accounts  Receivable 

Normally,  accounts  receivable,  if  sold,  are  valued 
at  face  amount  less  allowances  for  uncollectible  ac- 
counts and  collection  costs.  In  most  cases  involving 
an  entire  practice  sale,  however,  the  seller  normally 
retains  the  accounts  receivable,  collects  them  and 
retains  the  related  cash. 

Equipment,  Furniture  and  Fixtures 

The  two  practical  approaches  used  in  valuing 


Mr.  Harper  is  a Certified  Public  Accountant  with  Emerson, 
Stokes,  Elliott  and  Harper,  of  Jackson,  MS. 


equipment,  furniture  and  fixtures  are  book  value 
and  market  value.  The  book  value  approach  in- 
volves the  original  asset  cost  information  less  de- 
preciation to  date  that  is  normally  available  in  the 
detail  accounting  records  of  the  practice.  Although 
not  theoretically  superior,  the  book  value  approach 
is  simple  and  easy  and  normally  requires  little  ad- 
ditional efforts  in  the  valuation  process. 

The  market  value  approach  would  involve  ob- 
taining an  appraisal  from  someone  experienced  with 
any  specialized  equipment  associated  with  your 
practice  or  in  the  case  of  basic  office  furniture  and 
equipment,  vendors  familiar  with  the  assets  in- 
volved. Market  value  amounts  would  be  based  on 
the  equipment,  furniture  and  fixtures  “as  is,”  not 
necessarily  new  furniture  and  equipment  at  replace- 
ment cost. 

Leasehold  Improvements 

Leasehold  Improvements  represent  additions  to 
leased  real  property  being  used  by  the  practice. 
Rights  to  these  assets  are  determined  based  on  con- 
tractual terms  specified  in  the  related  lease  agree- 
ment. Most  lease  agreements  call  for  these  assets 
to  revert  to  the  lessor  at  termination  of  the  lease. 
However,  depending  on  the  remaining  lease  term, 
the  buyer’s  intention  to  practice  out  of  the  existing 
facility  may  indicate  a value  to  the  buyer.  This  value 
would  normally  be  based  on  the  original  cost  less 
a reasonable  allowance  for  depreciation  since  the 
original  purchase  or  installation.  This  reasonable 
allowance  is  normally  at  least  50%  on  these  type 
assets. 

As  a caution,  when  valuing  leasehold  improve- 
ments, be  sure  that  the  lease  contract  does  not  re- 
quire the  lessee  to  replace  or  restore  present  facilities 


SEPTEMBER  1989 


295 


to  their  original  condition.  This  may,  in  essence, 
be  treated  as  an  obligation  under  the  lease,  rather 
than  an  asset. 

Office  Leases 

Office  leases  normally  create  value  only  in  sit- 
uations where  the  lease  terms  call  for  rental  rates 
that  are  below  the  market  rate  for  the  particular 
practice  location.  For  instance,  if  the  monthly  rent 
currently  charged  for  similar  space  and  facilities  is 
more  in  the  market  place  than  that  of  the  existing 
lease  by,  for  example,  $200  per  month  and  there 
are  24  months  remaining  on  the  lease,  then  the  value 
of  the  existing  lease  would  therefore  be  $4,800  ($200 
X 24  months).  Present  value  discounting  factors 
should  normally  be  applied  for  values  involving  lease 
terms  that  are  greater  than  12  months  using  the 
prime  rate  as  the  discount  factor. 

Medical  Supplies 

Medical  supplies  usually  do  not  involve  very  large 
amounts  in  the  valuation  process.  However,  their 
value  can  be  determined  based  on  original  purchase 
cost,  market  value  based  on  current  prices,  or  a 
basic  estimate  from  historical  financial  information. 
For  the  latter  approach,  two  months’  supplies  of 
drugs  and  other  medical  supplies  are  normally  main- 
tained on  hand  in  a physician’s  practice.  So,  there- 
fore, one-sixth  of  the  previous  year’s  supply  cost 
may  be  a reasonable  estimate  for  such  a value  for 
drugs  and  medical  supplies.  Obviously,  this  esti- 
mate would  need  to  be  reviewed  carefully  to  ensure 
that  it  is  a reasonable  value  for  the  quantities  of 
drugs  and  supplies  on  hand.  Allowances  should  also 
be  made  for  slow-moving  or  unusable  items,  and, 
as  a reminder,  FDEA  (Federal  Drug  Enforcement 
Administration)  approval  may  be  required  before 
buying  or  selling  controlled  substances  involved  in 
a practice  sale. 

Patient  Records 

A patient/physician  relationship  is  a confidential 
and  personal  relationship  and,  as  such,  patient  rec- 
ords and  files  are  documents  associated  with  this 
same  relationship.  In  most  instances,  little  or  no 
value  is  attributed  to  patient  records  in  a practice 
sale  because  of  the  questionable  rights  to  sell  patient 
records.  In  situations  where  an  intangible  value  is 
needed  for  patients  charts  and  records,  a value  can 
be  estimated  by  attributing  a portion  of  the  practice 
net  income  to  each  patient  and  using  appropriate 
patient  turnover  ratios  and  present  value  techniques 
arriving  at  an  estimated  value. 


Work-in-Process 

The  value  of  any  work-in-process  (should  your 
practice  specialty  allow  for  such)  will  be  based  on 
the  continuing  physician’s  normal  billing  rate  mul- 
tiplied times  the  remaining  work  to  be  done  for  each 
procedure.  Any  procedures  that  require  reworking 
should  be  approached  the  same  way  with  the  result 
being  subtracted  from  the  work-in-process  asset 
computation  above. 

Real  Estate  Owned 

Real  estate  should  normally  be  valued  separately 
from  a medical  practice  as  these  are  entirely  dif- 
ferent assets.  A competent  appraiser  familiar  with 
your  particular  real  estate  market  should  be  retained 
to  properly  value  the  real  estate  involving  the  prac- 
tice. 

Goodwill 

This  intangible  asset  is  the  most  difficult  to  value 
in  a medical  practice.  It  represents  that  “something 
extra’’  your  practice  possesses  to  enable  it  to  gen- 
erate earnings  over  and  above  normal  earnings  for 
the  same  specialty.  Items  adding  to  or  creating 
goodwill  are,  for  example,  positive  physician’s  rep- 
utation, popular  practice  location,  excellent  referral 
sources,  limited  number  of  physicians  in  the  same 
practice  area,  positive  supply-and-demand  (both 
current  and  prospective)  for  a specific  practice  spe- 
cialty, willingness  of  the  selling  practitioner  to  work 
with  the  buyer  to  maintain  patient  relationships,  etc. 

Goodwill  may  also  be  personal  in  nature  attrib- 
uted to  a single  physician  practitioner  or  it  may  be 
concentrated  on  the  practice  and  attributable  to  the 
practice  as  a whole.  The  most  frequently  used  ap- 
proach to  determine  a value  for  goodwill  is  based 
on  the  excess  earnings  (or  formula)  method.  This 
method  is  used  to  compute  goodwill  based  on  the 
excess  of  average  physician’s  earnings  on  an  indi- 
vidual basis  over  “normal  earnings’’  for  the  same 
physician  specialty.  These  excess  earnings  are  then 
capitalized  (divided  by)  capitalization  rates  which 
can  range  from  20%  to  100%.  The  higher  the  cap- 
italization rate,  the  lower  the  goodwill  value  com- 
puted. 

A detailed  theoretical  discussion  of  capitalization 
rates  is  beyond  the  scope  of  this  article.  However, 
suffice  it  to  say,  the  capitalization  rate  represents  a 
reasonable  rate  of  return  required  by  an  investor  for 
such  an  investment  giving  all  the  elements  of  in- 
vestment risk.  The  capitalization  rate  used  in  most 
medical  practice  valuations  is  between  15%  and 
20%.  The  resulting  goodwill  would  be  combined 
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with  the  sum  of  the  net  tangible  assets  discussed  in 
the  previous  sections,  the  result  being  the  computed 
practice  value. 

Another  consideration  in  computing  goodwill  that 
should  be  resolved  is  what  is  included  in  earnings 
for  the  physician  or  practice.  Does  it  include  phy- 
sician’s compensation,  only,  or  compensation  plus 
deferred  compensation?  The  normal  rule  is  to  be 
consistent  with  the  definition  used  in  the  “normal 
earnings”  data  obtained. 

Normal  earnings  information  is  available  through 
annual  earnings  surveys  through  Medical  Econom- 
ics and/or  the  American  Medical  Association. 

In  divorce  proceedings,  various  state  laws  dictate 
how  the  assignment  and/or  determination  of  good- 
will must  be  approached  in  many  instances.  For 
instance,  in  the  State  of  Missouri,  the  Missouri  Su- 
preme Court  recently  in  the  divorce  proceedings  of 
Hansen  V5.  Hansen  and  Graham  vs.  Graham  (both 
cases  involving  physicians)  the  following  points  were 
established: 

1 . Goodwill  does  not  exist  for  purposes  of  a mar- 
ital dissolution  if  it  cannot  be  sold. 

2.  Professional  goodwill  (practice  goodwill)  must 
be  distinguished  from  the  personal  goodwill  of 
the  practitioner  to  be  assigned  a value. 

3.  The  market  approach  (recent  comparable  sales 
of  similar  practices)  and  the  use  of  a buy-sell 
agreement  are  the  only  acceptable  evidences  of 
the  existence  of  goodwill. 

The  above  cases  dictate  very  strong  parameters 
for  determining  a value  of  goodwill  in  the  state  of 
Missouri. 

All  states  vary  as  far  as  their  approach  to  the 
valuation  and  recognition  of  professional  goodwill, 
and,  of  course,  Mississippi  is  no  exception.  If 
(heaven  forbid)  you  are  involved  in  divorce  pro- 
ceedings, you  should  consult  professional  advice 
concerning  the  goodwill  value  associated  with  your 
interest  in  a medical  practice. 

Other  Practice  Valuation  Approaches 

Discussed  above  is  the  general  approach  used  in 
valuing  a medical  practice  using  the  excess  earnings 
(or  formula)  method.  Categories  of  other  general 
valuation  approaches  that  could  be  used  in  valuing 
a medical  practice  include  the  following: 

1.  Discounted  cash  flow, 

2.  Discounted  future  earnings, 

3.  Comparable  sales  of  similar  practices. 


4.  Adjusted  net  tangible  assets  or  book  value 
method, 

5.  Multiple  of  revenue. 

The  discounted  cash  flow  and  discounted  future 
earnings  methods  require  projections  of  future  prac- 
tice operating  results  normally  for  a minimum  of 
five  years.  A value  (terminal  value)  of  the  practice 
at  the  end  of  the  projected  period  is  then  computed. 
Using  appropriate  present  value  techniques,  the  cash 
flow  or  earnings  and  the  terminal  value  are  dis- 
counted to  a current  value,  the  result  being  the  total 
medical  practice  value. 

An  analysis  of  comparable  practice  sales  is  ben- 
eficial in  determining  an  appropriate  value  of  a med- 
ical practice.  However,  the  practices  used  as  com- 
parables must  be  just  that,  comparable,  to  your 
medical  practice. 

The  book  value  method  is  virtually  the  same  as 
discussed  earlier  in  computing  a value  for  the  prac- 
tice’s net  tangible  assets.  This  method,  however, 
allows  for  no  goodwill  value,  which  may  be  the 
largest  asset  in  most  medical  practices. 

The  multiple  of  revenue  approach  is  used  quite 
frequently  as  a “rule  of  thumb”  to  test  the  reason- 
ableness of  other  valuation  methods  used. 

In  most  professional  business  valuations  of  a 
medical  practice,  the  value  of  the  practice  would  be 
computed  under  several  different  approaches  to, 
again,  test  the  reasonableness  of  the  final  computed 
value. 

Also,  valuations  for  federal  income,  estate  and 
gift  tax  purposes  should  comply  with  IRS  Revenue 
Ruling  59-60  and  other  similar  rulings  which  detail 
certain  requirements  necessary  for  a valuation  to  be 
acceptable  for  tax  purposes. 

Conclusion 

In  summary,  the  purchase,  sale,  or  termination 
of  an  interest  in  a medical  practice  is  a large  step 
in  any  physician’s  life.  It  is  such  a large  step  that 
it  certainly  deserves  adequate  attention  and  consid- 
eration by  the  physician.  The  AM  A offers  a booklet 
entitled  Valuing  A Medical  Practice,  A Short  Guide 
For  Buyers  and  Sellers  which  may  be  very  helpful 
in  these  situations.  ★★★ 

P.O.  Drawer  22888  (39225-2888) 
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Abortion:  Treating  Cause  Instead  of  Result 


nation’s  definitive  judiciary  body,  the  Supreme  Court,  has  been  anything 
but  definitive  in  its  recent  decision  concerning  abortion  issues.  However,  the 
decision  in  the  Missouri  case  did  put  us  all  to  thinking  and  rethinking  the  issue 
of  abortion.  Those  individuals  who  already  were  concrete  in  their  opinions, 
philosophy  and  beliefs,  really  had  no  rethinking  to  do.  The  pro-life  and  the  pro- 
choice  advocates  have  been  handed  a new  lease  giving  them  the  authority  to  fight 
for  what  they  believe  is  correct.  However,  the  vast  majority  of  us  probably  remain 
in  our  confused  state  about  what  we  really  believe  and  how  we  think  about  this 
issue. 

I am  sure  that  you,  as  I,  have  spent  some  time  rethinking  the  issue,  asking 
“When  does  life  begin?”  and  “What  is  human  life?”  and  considering  the  myriad 
of  social,  economic,  moral,  and  ethical  aspects  of  the  whole  abortion  question. 
And  perhaps  you,  as  I,  have  vacillated  in  your  beliefs  and  opinions  depending 
upon  which  dogmatic  opinion  you  have  most  recently  been  indoctrinated  with  by 
appearances  in  the  media  of  those  who  claim  to  know  exactly  what  is  right. 

For  all  of  those,  pro  and  con,  who  know  that  God  is  on  their  side  and  promotes 
their  viewpoint,  then  there  is  no  question  about  the  course  that  they  must  take. 
However,  for  those  of  us  (including  probably  the  vast  majority  of  our  State 
Legislature),  who  really  don’t  know  what  our  God  wants  us  to  do,  but  can  only 
pray  for  that  Divine  guidance  on  a daily  basis,  then  perhaps  we  can  look  at  the 
energy  expense  and  time  involved  in  arguing  an  issue  for  which  there  is  no 
resolution  and  instead  change  the  entire  focus  of  our  endeavor. 

All  of  this  is  to  say  that  possibly  we  are  trying  to  make  a decision  about  the 
disease  and  treatment  thereof,  rather  than  making  a decision  about  prevention  of 
the  cause.  I think  both  sides  of  the  abortion  issue  agree  that  unwanted  pregnancies 
lead  to  the  ultimate  problem.  Perhaps  it  would  be  much  more  prudent  in  the  long 
run  to  expend  our  energy,  time  and  economic  resources  on  prevention  of  unwanted 
pregnancies.  The  hormone  theory  notwithstanding,  those  young  people,  male  and 
female,  (maybe  not  just  the  young)  with  high  self-esteem  and  good  self-images 

(Continued  on  next  page) 
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Coming  of  Age  in  Mississippi 

Times  were  in  days  past  when  “Coming  of  Age” 
meant  getting  that  first  driver’s  license;  getting  to 
use  the  family  car  for  a date;  getting  to  stay  out 
until  midnight  on  Saturday  night;  and  just  holding 
hands  with  a girl  was  the  greatest  thrill  of  all.  Now, 
for  many  of  our  youth  particularly  here  in  Missis- 
sippi, all  that  has  changed.  For  some  teenage  girls 
in  our  present  social  environment  “Having  a Baby” 
is  their  way  of  letting  the  public  know  that  they 
have  come  of  age.  It  means  independence,  maturity, 
peer  acceptance,  and  perhaps  even  not  having  to  go 
to  that  “dreadful  ole  school”  again. 

You  have  read  articles  in  the  statewide  newspa- 
pers recently  about  teenage  pregnancy  statistics  in 
the  south,  which  is  bad  enough,  but  we  here  in 
Mississippi  have  a teenage  pregnancy  rate  twice  that 
of  the  national  average. 

In  a recent  year  in  our  own  state,  20  teenaged 
girls  became  pregnant  each  day.  This  resulted  in 
8,500  live  births  and  1 ,600  abortions  or  fetal  deaths. 
Many  teenage  mothers  are  on  welfare  or  have  pov- 
erty level  income,  costing  this  state  $126  million 
per  year,  draining  our  funds  to  help  the  sick,  dis- 
abled, and  elderly  who  need  the  money  so  badly. 

Further  statistics  show  that  of  all  live  births  in 
this  state,  26%  occur  among  girls  aged  10  to  19, 
and  68%  of  these  births  are  to  unmarried  mothers; 
22%  of  teenage  mothers  delivered  their  second  child. 

Our  own  new  president  of  the  Mississippi  State 
Medical  Association,  Dr.  Ed  Hill,  has  pioneered 
sex  education  in  the  public  schools  of  this  state. 
Now  with  the  backing  of  our  organization,  the  leg- 
islature, and  the  school  systems,  maybe  we  can  get 
on  with  the  business  of  sex  education  of  our  children 
so  that  we  can  do  something  about  the  epidemic  of 
teenage  pregnancy.  Surely,  it  will  take  all  of  us 


working  together  on  this  project  to  achieve  success 
in  overcoming  this  alarming  state  problem. 

Margaret  Mead  could  truly  write  an  addendum 
to  her  book  and  entitle  it  “Coming  of  Age  in  Mis- 
sissippi.” 

Thank  God  I’m  a physician. 

Joe  Johnston,  M.D. 
Associate  Editor 

PRESIDENT'S  PAGE 

(Continued  from  page  214) 

are  much  less  likely  to  be  victims  of  sexual  mis- 
conduct and  resultant  unwanted  pregnancies. 

Without  going  into  all  the  information  and  all  the 
study  that  lead  up  to  this  conclusion,  I want  to  point 
out  that  perhaps  comprehensive  school  health  ed- 
ucation — which  is  the  teaching  of  decision-making 
skills  with  the  ultimate  purpose  being  the  raising  of 
individual  self-esteem  — would  be  the  answer  to 
the  unwanted  pregnancy  problem.  With  that  as  the 
solution,  there  would  be  no  need  for  all  the  debate 
over  legalization  or  criminalization  of  abortion. 

Let  us  encourage  the  treatment  of  the  cause  and 
prevention,  not  just  the  results. 


The  Journal  welcomes  your  comments, 
suggestions  and  inquiries.  Please  address 
correspondence  to  the  Editors,  Journal 
MSfAA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 
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Medico-Legal  Brief 

Special  Fraud  Alert 

(Editor’s  Note:  The  following  is  printed  verbatim 
from  a publication  distributed  by  the  Office  of  the 
Inspector  General  of  the  Department  of  Health  and 
Human  Services.) 

The  Office  of  Inspector  General  was  established 
at  the  Department  of  Health  and  Human  Services 
by  Congress  in  1976  to  identify  and  eliminate  fraud, 
abuse  and  waste  in  Health  and  Human  Services  pro- 
grams and  to  promote  efficiency  and  economy  in 
departmental  operations.  It  carries  out  this  mission 
through  a nationwide  network  of  audits,  investi- 
gations and  inspections.  To  help  reduce  fraud  in  the 
Medicare  and  Medicaid  programs,  the  Office  of  In- 
spector General  is  actively  investigating  violations 
of  the  Medicare  and  Medicaid  anti-kickback  statute, 
42  U.S.C.  Section  1320a-7b(b).  This  statute  is  very 
broad.  Among  other  things,  it  penalizes  anyone  who 
knowingly  and  willfully  solicits,  receives,  offers  or 
pays  anything  of  value  to  induce  or  in  return  for — 

(a)  referring  an  individual  to  a person  for  the  fur- 
nishing or  arranging  for  the  furnishing  of  any 


item  or  service  payable  under  the  Medicare  or 
Medicaid  program,  or 

(b)  purchasing,  leasing  or  ordering  or  arranging  for 
or  recommending  purchasing,  leasing,  or  or- 
dering any  goods,  facility,  service,  or  item  pay- 
able under  the  Medicare  or  Medicaid  program. 

Violators  are  subject  to  criminal  penalties,  or  ex- 
clusion from  participation  in  the  Medicare  and  Med- 
icaid programs,  or  both. 

The  Office  of  Inspector  General  has  become  aware 
of  a proliferation  of  arrangements  between  those  in 
a position  to  refer  business,  such  as  physicians,  and 
those  providing  items  or  services  for  which  Medi- 
care or  Medicaid  pays.  Some  examples  of  the  items 
or  services  provided  in  these  arrangements  include 
clinical  diagnostic  laboratory  services,  durable  med- 
ical equipment  (DME),  and  other  diagnostic  serv- 
ices. Sometimes  these  deals  are  called  “joint  ven- 
tures.” A joint  venture  may  take  a variety  of  forms: 
it  may  be  a contractual  agreement  between  two  or 
more  parties  to  cooperate  in  providing  services,  or 
it  may  involve  the  creation  of  a new  legal  entity  by 
the  parties,  such  as  a limited  partnership  or  closely 
held  corporation,  to  provide  such  services.  Of  course, 
there  may  be  legitimate  reasons  to  form  a joint  ven- 


PHYSICIANS 
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General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

‘Promotion  Opportunities 
‘Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 


300 


JOURNAL  MSMA 


ture,  such  as  raising  necessary  investment  capital. 
However,  the  Office  of  Inspector  General  believes 
that  some  of  these  joint  ventures  may  violate  the 
Medicare  and  Medicaid  anti-kickback  statue. 

Under  these  suspect  joint  ventures,  physicians 
may  become  investors  in  a newly  formed  joint  ven- 
ture entity.  The  investors  refer  their  patients  to  this 
new  entity,  and  are  paid  by  the  entity  in  the  form 
of  “profit  distributions.”  These  suspect  joint  ven- 
tures may  be  intended  not  so  much  to  raise  invest- 
ment capital  legitimately  to  start  a business,  but  to 
lock  up  a stream  of  referrals  from  the  physician 
investors  and  to  compensate  them  indirectly  for  these 
referrals.  Because  physician  investors  can  benefit 
financially  from  their  referrals,  unnecessary  pro- 
cedures and  tests  may  be  ordered  or  performed, 
resulting  in  unnecessary  program  expenditures. 

The  questionable  features  of  these  suspect  joint 
ventures  may  be  reflected  in  three  areas: 

(1)  the  manner  in  which  investors  are  selected  and 
retained; 

(2)  the  nature  of  the  business  structure  of  the  joint 
venture;  and 

(3)  the  financing  and  profit  distributions. 

Suspect  Joint  Ventures:  What  To  Look  For 

To  help  you  identify  these  suspect  joint  ventures, 
the  following  are  examples  of  questionable  features, 
which  separately  or  taken  together  may  result  in  a 
business  arrangement  that  violates  the  anti-kickback 
statute.  Please  note  that  this  is  not  intended  as  an 
exhaustive  list,  but  rather  gives  examples  of  indi- 
cators of  potentially  unlawful  activity. 

Investors 

• Investors  are  chosen  because  they  are  in  a position 
to  make  referrals. 

• Physicians  who  are  expected  to  make  a large  num- 
ber of  referrals  may  be  offered  a greater  invest- 
ment opportunity  in  the  joint  venture  than  those 
anticipated  to  make  fewer  referrals. 

• Physician  investors  may  be  actively  encouraged 
to  make  referrals  to  the  joint  venture,  and  may 
be  encouraged  to  divest  their  ownership  interest 
if  they  fail  to  sustain  an  “acceptable”  level  of 
referrals. 

• The  joint  venture  tracks  its  sources  of  referrals, 
and  distributes  this  information  to  the  investors. 

• Investors  may  be  required  to  divest  their  owner- 


ship interest  if  they  cease  to  practice  in  the  service 
area,  for  example,  if  they  move,  become  disabled 
or  retire. 

• Investment  interest  may  be  nontransferable. 

Business  Structure 

• The  structure  of  some  joint  ventures  may  be  sus- 
pect. For  example,  one  of  the  parties  may  be  an 
ongoing  entity  already  engaged  in  a particular  line 
of  business.  That  party  may  act  as  the  reference 
laboratory  or  DME  supplier  for  the  joint  venture. 
In  some  of  these  cases,  the  joint  venture  can  be 
best  characterized  as  a “shell.” 

• In  the  case  of  a shell  laboratory  joint  venture,  for 
example: 

— It  conducts  very  little  testing  on  the  premises, 
even  though  it  is  Medicare  certified. 

— The  reference  laboratory  may  do  the  vast  bulk 
of  the  testing  at  its  central  processing  labo- 
ratory, even  though  it  also  serves  as  the  “man- 
ager” of  the  shell  laboratory. 

— Despite  the  location  of  the  actual  testing,  the 
local  “shell”  laboratory  bills  Medicare  di- 
rectly for  these  tests. 

• In  the  case  of  a shell  DME  joint  venture,  for 
example: 

— It  owns  very  little  of  the  DME  or  other  capital 
equipment;  rather  the  ongoing  entity  owns 
them. 

— The  ongoing  entity  is  responsible  for  all  day- 
to-day  operations  of  the  joint  venture,  such 
as  delivery  of  the  DME  and  billing. 

Financing  and  Profit  Distributions 

• The  amount  of  capital  invested  by  the  physician 
may  be  disproportionately  small  and  the  returns 
on  investment  may  be  disproportionately  large 
when  compared  to  a typical  investment  in  a new 
business  enterprise. 

• Physician  investors  may  invest  only  a nominal 
amount,  such  as,  $500  to  $1500. 

• Physician  investors  may  be  permitted  to  “bor- 
row” the  amount  of  the  “investment”  from  the 
entity,  and  pay  it  back  through  deductions  from 
profit  distributions,  thus  eliminating  even  the  need 
to  contribute  cash  to  the  partnership. 

• Investors  may  be  paid  extraordinary  returns  on 
the  investment  in  comparison  with  the  risk  in- 
volved, often  well  over  50  to  100  percent  per 
year. 
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Emergency  Department 
Use  and  Quality  of  Care 

The  hospital  emergency  department  remains  the 
only  significant  resource  for  the  evaluation  and  in- 
itial care  of  true  medical  and  surgical  emergencies. 
Our  article  elsewhere  in  this  issue  demonstrates  that 
there  is  a great  variation  in  size  of  emergency  de- 
partments according  to  the  number  of  patients  served 
and  the  presence  of  certain  essential  services. 

Hospital  emergency  departments  remain  essen- 
tially unregulated  and  uninspected  for  the  quality 
of  service  and  qualifications  of  personnel.  The  Of- 
fice of  Emergency  Medical  Services  was  created  in 
1974  under  the  Mississippi  State  Department  of 
Health  and  has  legislated  authority  over  emergency 
medical  care.  This  office  has  advanced  emergency 
care  by  requiring  specific  ambulance  equipment  and 
personnel,  training  and  certifying  emergency  med- 
ical technicians,  and  creating  Emergency  Medical 
System  Districts.  As  a statewide  agency,  the  Office 
of  Emergency  Medical  Services  would  be  in  the 
ideal  position  to  assess  and  designate  level  of  care 
for  each  hospital  emergency  department.  Levels  of 
hospital  emergency  department  care  for  trauma  have 


been  well  outlined  by  the  American  College  of  Sur- 
geons and  have  been  shown  to  save  lives.  Although 
trauma  care  has  been  emphasized,  many  of  the  same 
principles  apply  to  medical,  surgical,  pediatric,  and 
obstetrical  emergencies.  Once  emergency  depart- 
ment levels  of  care  are  known.  Emergency  Medical 
Services  can  work  to  match  the  capability  of  the 
facility  to  the  severity  of  the  emergency  as  quickly 
as  possible.  Certain  trauma  cases  can  be  field  triaged 
directly  to  better  equipped  regional  facilities.  Other 
seriously  ill  or  injured  patients  need  safe  and  timely 
transport  from  facilities  without  essential  services 
to  better  equipped  regional  or  state  facilities.  We 
encourage  physicians  to  actively  assist  the  Office 
of  Emergency  Medical  Services  to  improve  emer- 
gency care  for  Mississippians. 


Michael  H.  Bross,  M.D. 
Frank  M.  Wiygul,  M.D. 
Department  of  Family  Medicine 
University  Medical  Center 
Jackson,  MS 

(Editor’s  note:  This  commentary  is  submitted  as 
a supplemental  note  to  the  article  on  Hospital  Emer- 
gency Room  Departments,  published  elsewhere  in 
this  issue.) 


Thank 

Sbu 


Doctor, 

Have  you  ever  looked  for  a different  way  to  say 
"Thank  You,"  "Congratulations,"  or  "Get  Well 
Soon"? 


All  of  these  messages  are  available,  along  with 
memorial  tributes,  in  greeting  cards  from  the 
MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 
or  colleague. 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 
MSMA  Auxiliary,  or  Karen  Stephens,  1 105 
Oakleigh  Dr.,  Hattiesburg,  MS  39401; 
telephone  264-0154. 
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ETV  Videos  To  Supplement 
Health  Education  Curriculum 

The  Mississippi  Authority  for  Educational  Tele- 
vision is  developing  a televised  instructional  series 
on  comprehensive  health  education  for  statewide 
broadcast  and  for  use  in  the  junior  high  and  senior 
high  schools  of  Mississippi. 

In  a letter  of  support  for  the  project,  MSMA  pres- 
ident J.  Ed  Hill,  M.D.,  noted  that  the  association 
has  been  working  very  closely  with  the  State  De- 
partment of  Education  in  developing  a comprehen- 
sive health  education  curriculum  for  use  in  the  state’s 
schools.  Dr.  Hill  pledged  the  support  of  many 
MSMA  members  through  lending  professional  ex- 
pertise and  encouraging  the  kind  of  broad  support 
necessary  for  the  project. 

The  State  Department  of  Education  has  mandated 
development  of  a comprehensive  health  education 
curriculum  by  fall  1990  and  is  urging  all  schools  to 
implement  at  least  a portion  of  the  new  curriculum. 
The  ETV  project  offers  an  opportunity  to  integrate 
the  video  programming  into  the  curriculum  in  the 
early  stages. 

The  ETV  proposal  has  received  the  endorsement 
of  other  medical  and  educational  authorities  in  the 
state,  including:  Richard  A.  Boyd,  Ph.D.,  state  su- 
perintendent of  education;  Alton  B.  Cobb,  M.D., 
state  health  officer;  Robert  N.  Fortenberry,  Ed.D., 
superintendent  of  Jackson  schools,  and  W.  Ray 
Cleere,  commissioner  of  Mississippi  Institutions  of 
Higher  Learning. 

Implementation  of  the  ETV  program  would  be 
done  with  assistance  of  an  advisory  committee  with 
representation  from  parents,  local  teachers,  students 
and  the  medical  profession.  The  project’s  compo- 
nents include;  identification  and  assessment  of  need; 
determination  of  subject  matter  and  format;  prepa- 
ration of  scripts,  and  coordination  of  the  content 
with  the  curriculum  now  being  recommended  by  the 
state  for  use  in  local  schools.  The  project  will  in- 
volve 8 to  12  fifteen-minute  programs  for  junior 
high  schools  and  a similar  number  for  high  schools. 
There  will  be  a separate  30-minute  program  of  in- 
struction for  teachers  in  the  best  use  of  the  state’s 
health  education  curriculum  materials. 

Absence  of  comprehensive  health  education  has 
led  to  the  inability  of  many  of  the  state’s  young 
people  to  develop  good  health  habits.  Consequences 
of  this  lack  of  knowledge  are  evident  in  health  sta- 


tistics, a factor  which  has  been  integral  in  the 
MSMA’s  support  for  such  education.  Mississippi 
leads  the  nation  in  the  percentage  of  live  births  to 
teenagers,  and  accidental  injuries  are  the  leading 
cause  of  death  in  Mississippians  aged  15-24. 

In  his  letter.  Dr.  Hill  applauded  the  effort  to  pro- 
vide a carefully  planned  video  series  to  help  meet 
the  “urgent  need’’  that  exists  for  health  education 
for  the  state’s  young  people. 


UMC  Announces 
Faculty  Appointments 

Four  have  been  named  in  appointments  to  the 
faculty  of  the  School  of  Medicine  at  the  University 
of  Mississippi  Medical  Center. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  for 
health  affairs,  announced  the  appointments  follow- 
ing approval  by  the  Board  of  Trustees  of  State  In- 
stitutions of  Higher  Learning. 

Appointed  were  Dr.  Lin  L.  Chen,  assistant  pro- 
fessor of  ophthalmology;  Dr.  David  L.  George,  as- 
sistant professor  of  medicine;  Kenneth  R.  St.  John, 
assistant  professor  of  orthopedic  surgery  and  Mi- 
chael J.  Smith,  instructor  in  radiology. 

Dr.  Chen  earned  the  M.D.  in  1973  at  the  National 
Taiwan  University  School  of  Medicine.  She  took 
her  internship  at  the  National  Taiwan  Hospital. 

Dr.  George  earned  the  B.A.,  summa  cum  laude, 
in  1979  at  Vanderbilt  University  and  M.D.  in  1983 
at  Emory  University.  He  took  his  internship  and 
residency  at  the  University  of  Alabama  at  Birming- 
ham, then  worked  as  staff  physician  at  the  Clinic 
for  Jefferson  County  Health  Department  in  Alabama 
and  Coastal  Emergency  Services.  He  had  been  a 
fellow  in  infectious  diseases  at  the  University  of 
Chicago/Michael  Reese  Hospital  since  1987. 

St.  John  earned  the  B.S.  in  1975  at  the  Rensselaer 
Polytechnic  Institute  and  the  M.S.  in  1977  in  bioen- 
gineering at  Clemson  University.  He  worked  as  a 
biomedical  engineer  with  Abcor,  Inc.  until  1979, 
when  he  was  named  the  research  project  leader  for 
Osteonics  Biomaterials. 

Smith  earned  the  B.A.  in  1976  at  Ole  Miss  and 
the  M.B.A.  in  1987  at  Millsaps  College.  He  worked 
with  the  Mississippi  State  Department  of  Health 
Division  of  Radiological  Health  from  1979  and  in 
1982  was  appointed  branch  director  for  the  division. 
He  has  been  the  radiation  safety  officer  at  the  Med- 
ical Center  since  1988. 
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MSMA  Auxiliary  Delegation  Attends  AAAAA  Annual  Meeting 


Members  of  the  MSMA  Auxiliary  Delegation  to  the  AMA  Auxiliary  meeting  in  Chicago  had  the  special  treat  of 
seeing  MSMA’s  own  Jean  Hill,  center  front,  installed  as  1989-90  president  of  the  AMA  Auxiliary.  Pictured  with  her 
are,  seated,  from  left:  Mrs.  Billy  (Sylvia)  Walker;  Mrs.  D.  P.  (Ruth)  Smith;  Mrs.  Eric  (Nancy)  Lindstrom;  and  Mrs. 
Lee  (Merrell)  Rogers;  and  standing,  from  left:  Mrs.  Joe  (Peggie)  Herrington;  Mrs.  John  (Dottie)  Estess;  Mrs.  Ben 
(Kathy)  Carmichael;  Mrs.  Stanley  (Beth)  Hartness;  and  Mrs.  James  (Jo)  Waites.  Jean  is  the  wife  of  MSMA  president 
J.  Ed  Hill,  M.D. 

Dr.  Bush  Installed 
As  MAFP  President 

Dr.  George  R.  Bush  of  Laurel  was  installed  as 
president  of  the  Mississippi  Academy  of  Family 
Physicians  at  the  Academy’s  recent  meeting  at  Gulf 
Shores,  Alabama.  He  succeeds  Dr.  Malcolm  Moore 
of  Tupelo. 

Dr.  James  R.  Stingily  of  Hazlehurst  was  named 
president-elect  of  the  600-member  MAFP. 

Dr.  Eugene  Wood  of  Jackson  received  the  Acad- 
emy’s highest  award  during  the  meeting.  He  was 
named  Family  Doctor  of  the  Year,  and  was  rec- 
ognized for  his  contributions  to  promote  family 
medicine  in  Mississippi.  The  award  was  established 
in  memory  of  Dr.  John  B.  Howell,  long-time  Acad- 
emy member. 


Mark  Your  Calendar  Now! 
MSMA's  122nd  Annual  Session 
May  30>June  3,  1990 

Coliseum  Ramada  Inn 
Jackson,  MS 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases  CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  “CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39296-5509 

(601)  354-5433  — Watts  1-800-898-0251 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 
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You’re 

a Professional 


You  need  Professional 
Health  Insurance 
Coverage. 


NSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


PERSONALS 


ViNOD  An  AND  of  UMC  presented  a course  at  the 
International  Symposium  of  Plastic  and  Reconstruc- 
tive Surgery  of  the  Head  and  Neck  in  Toronto,  On- 
tario. 

Orlando  Andy  of  UMC  made  a presentation  at 
the  meeting  of  the  Southern  Neurosurgical  Society 
in  Point  Clear,  Alabama. 

Anesthesia  Consultants,  1640  Lelia  Drive  in  Jack- 
son,  announce  the  association  of  David  W.  Crasto 
and  Bert  A.  Welch,  III,  for  the  practice  of  anes- 
thesiology. 

Blair  Batson  of  UMC  was  examiner  for  the  Amer- 
ican Board  of  Pediatrics  in  Nashville,  Tennessee. 

J.  Jeffery  Boyd  announces  the  opening  of  his  of- 
fice at  425  Highway  51  North  in  Brookhaven  for 
the  practice  of  urology. 

Charles  F.  Brock,  Jr.  has  associated  with  Cleve- 
land Clinic,  P.A.,  Highway  8 East  in  Cleveland, 
for  the  practice  of  family  medicine,  including  pe- 
diatrics, adult  medicine  and  sports  medicine. 

William  G.  Bush  has  associated  with  Jackson 
Clinic  for  Women,  P.A.,  1030  North  Flowood  Drive 
in  Jackson,  for  the  practice  of  obstetrics  and  gyne- 
cology. 

Bill  Carlyle  had  associated  with  Children’s  Med- 
ical Group,  P.A.,  800  Carlisle  Street  in  Jackson, 
for  the  practice  of  pediatrics. 

Robert  Cooper  of  Oxford  has  been  recertified  as 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

William  R.  Clement  of  Gulfport  was  speaker  at 
a meeting  of  Coast  Counties  Chapter  of  Medical 
Assistants  of  Mississippi. 

Wallace  Conerly  of  UMC  was  a site  visitor  at 
the  Houston  (Texas)  Community  College. 

Bryan  Cowan  of  UMC  was  visiting  professor  at 
Piedmont  Hospital  in  Atlanta,  Georgia,  and  at  Gulf- 
port Memorial  Hospital  in  Gulfport. 

William  A.  Daggett,  III  has  associated  with  Jack- 
son  Anesthesia  Associates,  508  Medical  Arts  Build- 
ing in  Jackson,  for  the  practice  of  anesthesiology. 

Dennis  Dale  announces  the  opening  of  his  office 
for  the  practice  of  pulmonary  and  critical  care  med- 
icine at  103  Asbury  Circle  in  Hattiesburg. 


SuMAN  Das  of  UMC  presented  a paper  at  a meeting 
in  Bermuda  of  the  Southeastern  Society  of  Plastic 
and  Reconstructive  Surgeons. 

James  W.  Ervin,  Jr.  has  associated  with  the  de- 
partment of  emergency  medicine  at  The  Street  Clinic 
in  Vicksburg. 

Alan  Freeland  of  UMC  was  co-chairman  for  a 
course  in  internal  fixation  in  hand  surgery  in  Vail, 
Colorado. 

Ronald  W.  Gatewood  has  associated  with  Ra- 
diology Associates,  P.A.,  235  South  12th  Avenue 
in  Laurel,  for  the  practice  of  radiology. 

James  O.  Gordon  of  Tupelo  presented  a program 
on  mobile  lithotripsy  in  Boston,  Massachusetts. 

Walter  C.  Gough  of  Drew  has  been  appointed  to 
the  Domestic  Mission  Commission  of  the  Christian 
Medical  and  Dental  Society. 

Ronald  G.  Hayter  has  associated  with  Pascagoula 
Bone  and  Joint  Clinic,  3615  Hospital  Road  in  Pas- 
cagoula, for  the  practice  of  orthopaedic  surgery. 
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G.  Eli  Howell,  II  of  Hattiesburg  has  been  elected 
a member  of  the  Southeastern  Society  of  Plastic  and 
Reconstructive  Surgeons. 

Andrew  H.  Kellum  has  associated  with  North 
Mississippi  Hematology  and  Oncology  Associates, 
806  Garfield  Street  in  Tupelo,  for  the  practice  of 
medical  oncology  and  hematology. 

Mark  J.  Kellum  has  associated  with  Obstetrics- 
Gynecology  Associates,  607  Brunson  Drive  in  Tu- 
pelo, for  the  practice  of  obstetrics  and  gynecology. 

Wayne  T.  Lamar  of  Oxford  announces  the  asso- 
ciation of  Ernest  B.  Lowe,  Jr.  for  the  practice  of 
orthopaedic  surgery  at  2168  South  Lamar  Boule- 
vard. 

Herbert  Langford  of  UMC  made  a presentation 
at  the  national  meeting  in  Washington,  D.C.,  of  the 
Association  of  American  Physicians,  the  American 
Society  for  Clinical  Investigation,  and  the  American 
Federation  for  Clinical  Research,  and  was  a faculty 
member  for  the  scientific  meeting  in  New  York  of 
the  American  Society  of  Hypertension. 

Hal  T.  Liddell  of  Hattiesburg  has  been  certified 
as  a diplomate  of  the  American  Board  of  Urology. 
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Robert  H.  Lopez  announces  the  opening  of  his 
practice  of  internal  medicine  at  622  Goodyear  Bou- 
levard in  Picayune. 

James  S.  Magee  has  associated  with  Brookhaven 
Children’s  Clinic  for  the  practice  of  pediatrics. 

Rick  Martin  of  UMC  made  presentations  at  the 
1989  Group  Health  Institute  meeting  in  Atlanta  and 
the  Louisiana  Perinatal  Association  meeting  in  Al- 
exandria, Louisiana. 

Alfred  E.  Mcnair,  Jr.  of  Biloxi  announces  the 
association  of  Jesse  H.  Ezzell,  Jr.  for  the  practice 
of  gastroenterology. 

R.  H.  Middleton  of  Biloxi  has  been  recertified  as 
a fellow  of  the  American  Academy  of  Family  Phy- 
sicians. 

Stan  Miller  has  associated  with  The  Medical 
Clinic,  P.A.,  746  Manship  Street  in  Jackson,  for 
the  practice  of  gastroenterology  and  internal  med- 
icine. 

John  R.  Mitchell  has  opened  his  office  for  the 
practice  of  family  medicine  at  183  South  Main  Street 
in  Pontotoc. 

Glenn  F.  Morris  of  Jackson  announces  the  asso- 
ciation of  Cynthia  E.  Allen  for  the  practice  of 
family  medicine  at  1029  River  Oaks  Drive. 

Lee  Morris  has  associated  with  Bolton-Middleton 
Clinic,  169  Lameuse  Street  in  Biloxi,  for  the  prac- 
tice of  family  medicine. 

William  Parker  of  Heidelberg  recently  was  hon- 
ored with  “Dr.  Parker  Appreciation  Day.” 

David  Rushing  has  associated  with  Hull-Cooke 
Clinic,  1044  North  Flowood  Drive  in  Jackson,  for 
the  practice  of  obstetrics  and  gynecology,  and  the 
clinic’s  name  has  been  changed  to  Hull-Cooke- 
Rushing  Clinic. 

W.  Richard  Rushing  has  associated  with  Sanders 
Clinic  for  Women,  1041  South  Madison  in  Tupelo, 
for  the  practice  of  obstetrics  and  gynecology. 

Owen  Phillips  is  leaving  her  practice  with  Ob- 
stetrics, Gynecology,  Infertility  Associates,  P.A.  of 
Pascagoula  for  a fellowship  in  genetics  at  University 
of  Tennessee  Medical  Center.  ■ 

Seshadri  Raju  of  UMC  was  elected  treasurer  of 
the  American  Venous  Forum  during  a recent  ex- 
ecutive committee  meeting  in  New  York  and  served 
on  the  faculty  for  the  third  International  Workshop 
in  Vascular  Surgery  in  Lamaca,  Cyprus. 
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Donald  L.  Roberts  of  Gulfport  announces  the  as- 
sociation of  David  J.  Foreman  for  the  practice  of 
ear,  nose  and  throat  and  facial  plastic  and  recon- 
structive surgery. 

Glenn  Russo  and  Peter  Simoneaux  have  asso- 
ciated with  Tulane  Dermatology  Affiliates,  1730 
14th  Street  in  Meridian,  for  the  practice  of  diseases 
and  tumors  of  the  skin. 

George  William  Shaak  has  associated  with  Jack- 
son  Surgical  Group  for  the  practice  of  general  and 
pediatric  surgery. 

Robert  Smith  of  UMC  made  a presentation  at  the 
International  Workshop  on  Intracranial  Aneurysms 
in  Nagoya,  Japan,  and  was  a participant  at  the  In- 
ternational Symposium  in  Intracranial  Aneurysms 
in  Omaha,  Nebraska. 

Shane  Tucker  has  associated  with  Tupelo  Ear,  Nose 
and  Throat  Surgical  Clinic,  P.A.,  618  Pegram  Drive, 
for  the  practice  of  otolaryngology  and  head  and  neck 
surgery. 

Edward  Turnbull  of  Laurel  spoke  on  arthritis  at 
a meeting  of  the  Pine  Belt  Chapter  of  the  AARP. 

Lynn  Walker  has  associated  with  Madison- Yazoo- 
Leake  Family  Health  Center  for  the  practice  of  pe- 
diatrics. 

Murray  P.  Whitaker  has  associated  with  The 
Street  Clinic  in  Vicksburg  for  the  practice  of  car- 
diology. 

James  L.  White  has  associated  with  Tupelo  Bone 
and  Joint  Clinic  for  the  practice  of  orthopedics  and 
reconstructive  surgery. 

Ted  Willis  announces  the  opening  of  his  practice 
for  ear,  nose  and  throat,  head  and  neck  surgery  and 
facial  plastic  surgery  at  202  Drinkwater  Boulevard 
in  Bay  St.  Louis. 

Walter  R.  Wolfe  announces  the  opening  of  his 
practice  of  obstetrics  and  gynecology  at  1815  Hos- 
pital Drive,  Suite  488,  in  Jackson. 

Ann  R.  Woodbridge  announces  the  opening  of  her 
office  for  the  practice  of  obstetrics  and  gynecology 
at  1037-A  North  Flowood  Drive  in  Jackson. 

Thomas  D.  Wooldridge  and  John  W.  Cox  of 
Tupelo  announce  the  association  of  J.  Martin  Lee 
for  the  practice  of  nephrology  and  hypertension  at 
609  Garfield  Street. 

North  Mississipppi  Medical  Center  Rehabilitation 
Institute  in  Tupelo  announces  the  appointment  of 
Jeannette  Zurawski  as  medical  director  of  reha- 
bilitation services. 


YOCON* 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-206-17a-hydroxy  Yohimtine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomrc  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  tiieoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  rncrease 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pduitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  ^ects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  inforrnationat  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications.  '<  . 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. '-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 2 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ter Division  of  Continuing  Health  Professional  Ed- 
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The  Journal  welcomes  your  comments, 
suggestions  and  inquiries.  Please  address 
correspondence  to  the  Editors,  Journal 
MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
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Introducing  a new  company 
with  an  arr^  of  services 
for  pl^sicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  wouid  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  sen/ices  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


RECOLLECTIONS 


In  an  editorial  in  the  September  1969  Journal 
MSMA,  the  writer  said,  “The  delivery  system  which 
purveys  medical  care  to  Americans  is  on  trial.  Agen- 
cies of  government  at  all  levels  are  hacking  away 
at  it,  while  voluntary  prepayment  and  insurance 
sources  are  introducing  subtle  influences  upon 
it.  . . . Nobody  claims  that  our  basically  free  choice 
delivery  system  is  perfect  . . . but  the  system  rests 
on  bedrock  of  solid  principles:  the  patient  is  free  to 
choose,  the  practitioner  may  offer  his  services  in  a 
wide  variety  of  clinical  environments,  and  financing 
is  broad,  inclusive  of  almost  every  method  and  com- 
bination of  putting  together  the  means  for  care  pur- 
chase. 

“Yet,  there  is  talk  of  strain  and  weakness  in  the 
care  delivery  system.  And  . . . perhaps  too  few 


recognize  with  understanding  exactly  what  pres- 
sures have  been  thrust  upon  it  in  the  turbulent  decade 
of  the  1960s.  Nor  are  we  wanting  for  suggestions 
and  proposals  for  resolving  dilemmas,  real  and  oth- 
erwise.” 

The  writer  continued,  quoting  President  Nixon’s 
prediction  about  the  health  care  crisis:  “unless  ac- 
tion is  taken  both  administratively  and  legislatively 
. . . within  two  or  three  years,  we  will  have  a break- 
down in  our  medical  care  system  which  could  have 
consequences  affecting  millions  of  people  through- 
out this  country.” 

Ten  years  later,  the  September  1979  Journal 
MSMA  reprinted  comments  by  Senator  John  Sten- 
nis,  concerning  provision  of  health  care:  “I  have 
faith  in  the  capability  of  our  nation  to  meet  this 
challenge.  . . . We  have  been  tremendously  suc- 
cessful in  the  development  of  quality  health  care. 
Surely  we  will  also  be  successful  in  finding  a way 
to  make  that  health  care  affordable  to  those  who 
need  it.” 


Engineered  with  built-in  weight  and  measuring 
scales,  extra  safety  features,  and  a top  that's  as 
soft  as  a baby's  you  know  what. 

First  Impression  brings  state-of-the-art  baby 
care  to  your  office,  with  a contemporary  new 
design  and  updated  colors  to  enhance  your 
practice. 

Plus,  a very  impressive  three-year  warranty. 

Make  a good  impression  on  your  younger 
patients  — and  their  parents  — with  a First 
Impression  pediatric  examination  center. 

Call  today. 

1-800-888-5567 


AM-1089  Jul89  USA 


Designed  for  wigglers,  gigglers,  and  jigglers: 
First  Impression  pediatric  examination  center. 

A table  designed  for  the  wigglers  of  the  world 
(and  the  doctors  who  have  to  examine  them). 
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LYepresmt  pur  medical  staff 
Become  an  HMSS  Representative 


The  AMA 

Hospital  Medical  Staff  Section 
Fourteenth  Assembly 
November  30  - 
December  4, 1989 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  606l0 

Phone  (312)  645-4754  or  645-4761 


Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  he  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  index  Medicns,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  **In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 

Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

culaij;  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  Yark  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Eariy  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons-The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steriing'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


t:efoclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Coniult  the  package  literature  lor  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  prteumoniae.  Haemophilus  mfluemae,  and 
Streptococcus  pyogenes  (group  A g-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOB  should  BE  administered  cautiously  to  penicillin- 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  requited,  careful 
clinical  observation  and  laboratory  studies  should  be  made, 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrhea),  2,5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment, 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  repotted 

• Other:  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly)  loeiossii 

Artditional  information  available  from  tv  Z35i  amp 

Eli  Lilly  and  Company,  Indianapolis.  Indiana  4S2S5 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


e teas,  eli  lilly  and  company  CR-5012-B-849345 


PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Family  Practitioner  seeks  location  in  Missis- 
sippi. Graduate  of  UMC.  Contact  Lee  Richardson, 
M.D.,  6830  Burlwood  Drive,  Anchorage,  AK 
99507. 


PHYSICIANS  WANTED 

Full  or  part-time  physicians  needed  to  staff  out- 
patient or  emergency  room.  Very  competitive  pay; 
no  call.  Many  mid-South  locations.  Send  CV  or 
query  to  Health  Specialists,  203  N.  Montgomery 
St.,  Starkville,  MS  39759. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


Bridges  Surgical  Clinic  seeking  an  Internist  or 
Family  Practitioner  and  General  Surgeon.  For  more 
information,  call  or  write  to:  Bridges  Surgical  Clinic, 
128  Homer  Road,  Minden,  LA  71055;  (318)  377- 
1436  M-F;  (318)  377-1429  S-S. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  1 10  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


Georgia:  Family  Practice,  Internal  Medicine,  On- 
cology, Endocrinology,  Neurosurger>',  Neurology, 
General  Surgery,  Orthopedic  Surgery.  Group  prac- 
tice, solo,  or  urgent  care  settings  available  through 
the  Charter  hospital  network  located  in  Macon  and 
serving  all  of  Middle  Georgia.  Your  practice  will 
be  located  80  miles  south  of  Atlanta,  in  a growing 
family-oriented  community,  where  you  can  avoid 
traffic  and  enjoy  a rewarding  professional  career. 
Please  contact  Stephen  Wofford  at  912-741-6283 
for  a confidential  consultation  or  write:  Charter 
Northside  Hospital,  P.O.  Box  4627,  Macon,  GA 
31208. 
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PLACEMENT  SERVICE/Continued 

Internal  Medicine:  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  -I- . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practitioner,  orthopaedic  surgeon,  urol- 
ogist, ENT  needed  immediately  for  solo  and/or  group 
practice  in  Stuttgart,  Arkansas,  the  Rice  and  Duck 
Hunting  capital  of  the  world.  Modem  hospital  fa- 
cilities and  equipment.  Family  oriented  community. 
Excellent  schools.  Call  Jim  Bushmaier  at  (501)  673- 
3511. 


Pediatrics  — City  on  Tennessee  state  line  near 
Pickwick  Lake  needs  additional  pediatrician  to  work 
with  pediatricians  and  ob-gyns  on  staff.  Beautiful 
town  near  large  recreational  areas,  excellent  schools, 
strong  diversified  industrial  economy  (including  new 
NASA  advanced  rocket  plant),  and  temperate  cli- 
mate. Good  malpractice  situation,  generous  guar- 
antee and  other  assistance.  Contact  Robert  Barrett, 
Magnolia  Hospital,  Alcorn  Drive,  Corinth,  MS 
38834.  Phone  (601)  286-6961. 


FPs  & IMs  Despar ATELY  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 


$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  send  CV  to  Box 
H,  c/o  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 


Family/General  Practice  physician  needed  for 
ambulatory  care  clinic  in  NE  Jackson.  Call  Dr.  David 
Richardson,  957-2273. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Robbie  Ven- 
able (ext.  2177). 


Disability  Determination  Services 

1-800-962-2230 


122nd  Annual  Session 
in  Jackson 

(Coliseum  Ramada  Inn) 
May  30-June  3,  1990 
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Midmark  Table  — all  electric,  easy  to  reach  paper 
roll,  electrical  outlets  on  the  side,  adjustable  padded 
knee  rest,  hidden  stirrups,  vinyl-coated,  easily 
cleaned.  May  be  seen  at  106  Asbury  Circle,  Meth- 
odist Medical  Park,  Hattiesburg,  MS;  call:  601/268- 
5240. 

Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  February  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 

Retired  physician’s  ofhce  facility  for  sale. 
Ideal  for  one  or  two  practitioners.  Patients  records 
available.  Contact  Norman  Mott,  Mott-Yazoo,  Inc. 
Realty,  526  Jackson  Ave.,  Yazoo  City,  MS  39194; 
(601)  746-2919. 


*****  2V  Stat  Stat  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  $500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  +/—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1-800-22V-STAT. 

Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 
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THE  SECRET  IS  OUT 


joined  the  Southern  Medical  Association  in  1980 
initially  because  of  the  insurance  programs  that  were 
offered.  I’ve  found  that  they  have  been  very  responsive 
to  my  needs  and  I feel  as  though  they  probably  offer  the 
best  rates  and  the  best  premiums  that  are  available.” 

John  F.  Nelson,  M.D. 

Psychiatry 

Gainesville,  FL 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They're  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  MedicalJournal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today  • • • You’ll  be  talking  about  us  too! 


Post  Office  Box  1 90088 
Birmingham,  Alabama  35219 


r COl  THERX  s 
'^J^b.niCAL  \ 
j^'iSlXXATlOX 


1-800-423-4992 

(205)945-1840 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.i'.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  adone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL. 


UitibitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  die  hydrochloride  salt) 


References:  1.  Data  on  file,  HofFmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  JP, 
et al: Psychopharmacology  61 :2\7 -22b.  Mar  22, 1979. 


Limbitrol*(S 

Ifanqullizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  inaction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anrichodnergics.  Closely  supervise  cardio- 
vascular patients.  Airhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  die  first  trimester 
sho^d  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolong^  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abrupdy  discontinuing  this  dnig. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness. bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfrmction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs;  Cardiovascular;  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric;  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic; Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic;  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  traa.  Allergic;  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic;  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nd;  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine;  Tfesticular  sweOing,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  seaedon.  Other.  Headache, 
weight  gain  or  loss,  increas^  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abmpt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  repotted  with  abrupt  amitriptyline  dikon- 
tinuation.  Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient  Tleat  symptomatically  and  suppotrively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  produa  information  for  manifestation  and  treatment 
How  Supplied:  Double  strength  (DS)  Tbblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Viblets,  blue.  Urn- 
coated,  each  containing  5 mg  chlordtopoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)^x)ttles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  V\feek 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
alter  the  first  As",  dose* 

^First-week  reduction  in  somatic  symptoms* 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Syr 
During  First  Week  of  Limbitrol  Therapy* 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Roche  Products 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  Vjl/ 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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WhyDo 
fliysicians  Erotn 
Around  The  US. 
SendKidsTh 
OneAdantaHospM 
For  Old-IhshimeoCare? 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  AJfflAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  W)unger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They  11  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  “CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39296-5509 

(601)  354-5433  — Watts  1-800-898-0251 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 
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Dear  Doctor: 

The  Rural  Health  Incentives  Act  (S.B.  1060)  has  been  Introduced  in  the  U.S. 
Congress  by  Arkansas  Senator  David  Pryor  and  three  of  his  colleagues.  The 
bill,  which  has  the  support  of  the  AMA,  attempts  to  encourage  physicians  to 
practice  in  rural  health  manpower  shortage  areas  by  providing  a $1,000  per 
month  tax  credit.  If  enacted,  the  bill  could  have  an  effect  on  41  Miss- 
issippi counties  which  are  currently  classified  as  health  manpower 
shortage  areas. 

The  problem  of  physician  shortages  in  rural  Mississippi 
was  among  the  issues  addressed  recently  at  a statewide 
conference  on  revitalizing  rural  areas.  Dr.  Ed  Hill, 

MSMA  president,  was  among  the  speakers. 

A nationwide  campaign  to  lower  health  care  costs,  particularly  for  rural 
citizens,  was  launched  last  month.  "Health  Equity  Across  the  Rural  U.S." 
(HEAR  US)  was  developed  by  Communicating  for  Agriculture  (CA) , a rural 
advocacy  group  with  members  in  44  states.  Among  the  goals  are  a two-year 
freeze  on  health  care  cost  Increases  (limited  to  the  rate  of  inflation)  and 
tax  deductions  on  health  insurance  premiums  for  the  self-employed.  Six 
other  goals  of  the  organization  are:  to  urge  development  of  risk  pools  in 
states;  to  urge  Congress  to  provide  equitable  reimbursement  to  rural 
hospitals  and  take  steps  to  encourage  more  physicians  to  practice  in  rural 
areas;  to  encourage  enactment  of  tax-free  health  care  savings  accounts 
so  individuals  could  pay  for  medical  emergencies  or  purchase  long-term 
care  financing;  to  lobby  for  legislation  setting  limits  on  medical 
malpractice  awards;  to  require  all  health  coverage  plans  to  use  inde- 
pendent utilization  review  services;  and  to  urge  legislation  requiring 
health  care  suppliers,  including  hospitals,  physicians  and  pharmacists, 
to  be  subject  to  comprehensive  state  and  federal  review  boards  similar 
to  those  for  utilities. 

Make  plans  now  to  attend  MSMA's  122nd  Annual  Session,  May  30-June  3 
in  Jackson. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Inc., 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  vsdth  changing  IRS  laws 

Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Inc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 

1-800-523-0864 


Address 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


«TYES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I understand  I am  under  no  obligation  whatsoever. 


Name 


City State Zip_ 

Phone:  ( ) Birth  Date  _ 


Year  in  Which  You  Plan  to  Retire 


Mail  this  coupon  to; 

AMA  Advisers,  Inc. 

200  N.LaSaUe  Street 
Suite  535 

Chicago,  IL  60664-1910 


AMA  ADVISERS,  INC. 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by 
the  American  Medical  Association 

Established  in  1966 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 


tUmnriiri 

human  insulin 
[recombinant  DNA  origin] 

For  your  insulin-using  patients 


<oe«sitV«  M B -11 

.1'^  4j  Hunwiinn  Humu/tnU 

Hutrw/mt  Humutinn 


Lilly  Leadership 

IN  DIABETES  CARE 


© 1987,  ELI  LILLY  AND  COMPANY  HI.2907-8 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 


Soon  more  than  a million  Insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


There  is  strength  in  numbers. 

(And  mr  numbers  are  growing) 


Seated,  Left  to  Right:  Cheryl  Maxwell  (Claims  Secretaiy  ),  Lisa  Noble  (Underwriting  Secretary),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Generd  Manager),  and  C.G.  “Tanny”  Sutherland,  M.D.  (Medical  Director) 

Standing,  Left  to  Right:  C.  R.  “Bob”  Montgomery  (General  Counsel),  Lisa  Stewart  (Underwriting  Secretary),  Sharon 
Thompson  (Claims  Secretary),  Craig  Brown  (Underwriting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  (Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serve 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  stafFhas  grown  fi-om 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
ev'en  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serve  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  invest- 
ments and  underwriting  guidelines.  Every 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riverside  Driv  e.  Let  us  show  you  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 

735  Riverside  Drive,  Jackson,  MS 

Phone:  (601)  353-2000 

Mailing  Address:  P.O.  Box  4915,  Jackson,  MS  39216-0915 
MS  WATS:  1-800-325-4172 


Apply  Now  for  Scientific 
Exhibit  Space 


Jackson,  MS  - Applications  are  being  accepted 
now  for  scientific  exhibit  space  at  MSMA's 
122nd  Annual  Session.  The  Annual  Session  gets 
underway  May  30,  1990,  and  will  be  held  at  Jackson's  Coliseum  Ramada  Inn. 
Exhibitors  should  send  a letter  requesting  scientific  exhibit  space  to  MSMA 
headquarters.  Please  provide  the  title  of  the  exhibit,  names  of  all 
exhibitors,  and  the  estimated  number  of  linear  feet  required. 


October  is  "Talk  About  Jackson,  MS  - Estimates  indicate  that  half 

Prescriptions  Month"  the  1.6  billion  medicines  prescribed  yearly 

in  the  U.S.  are  misused.  That's  more  than 
1500  medicine  mistakes  every  minute,  says  the  National  Council  of  Patient 
Information  and  Education,  which  is  participating  in  "Talk  About  Prescrip- 
tions Month."  Better  communication  about  medications  is  encouraged,  parti- 
cularly for  older  Americans,  for  whom  misuse  is  a nationwide  problem. 


MD-Owned  Insurance  Chicago,  IL  - Physician-owned  companies  that 

Companies  Deter  Malpractice  insure  physicians  against  malpractice  suits 

are  more  effective  than  state  licensing 
boards  in  identifying  and  disciplining  negligent  physicians  and  in  deterring 
substandard  medical  practice,  says  a study  in  the  September  8 JAMA.  The 
authors  estimate  that  some  2,000  U.S.  physicians  lose  their  insurance  due 
to  negligence  each  year. 


Health  Problems  Chicago,  IL  - Nine  out  of  ten  men  and  eight 

Of  the  Homeless  out  of  ten  women  in  a sample  of  homeless 

people  suffer  from  mental  illness,  substance 
abuse,  or  other  psychiatric  problems,  says  a study  in  the  September  8 issue 
of  JAMA.  In  addition  to  psychological  problems,  most  of  the  homeless  have 
multiple  physical  problems  as  well.  The  study  recommends  a comprehensive 
approach  to  solutions,  suggesting  local  shelters  as  intervention  points. 


Mississippi  Health  Jackson,  MS  - According  to  Blue-Cross/Blue 

News  Notes...  Shield  of  MS,  state  employees  will  now  be 

covered  by  its  Key  Physician  Network,  which 
has  some  1,450  physician  participants .. .Workers ' Compensation  insurers  are 
seeking  a 29.1%  increase  in  premiums  due  to  increasing  medical  care  costs... 
..East  Ms  Medical  Society  has  been  commended  for  efforts  to  improve  care 
for  local  indigent  residents  after  closing  of  the  charity  hospital  there. 


A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  EDWARD  KOSEWICZ 
501-988-4057 
COLLECT 
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ORIGINAL  PAPIRS 


Antenatal  Assessment  and 
Management  of  an  Incomplete 
Obstructive  Fetal  Uropathy 


ALLAN  T.  BOMBARD,  M.D. 

DAVID  T.  RIGDON,  M.D. 

WILLIAM  E.  ROBERTS,  M.D. 
and  ROBERT  L.  ANDERSON,  M.D. 

The  antenatal  management  of  fetal  anomalies 
is  problematic.  This  report  outlines  the  clinical  course 
of  a patient  who  was  referred  to  our  clinic  for  genetic 
counseling  on  the  basis  of  advanced  maternal  age. 
The  fetus  was  noted  to  have  a dilated  urinary  bladder 
without  ultrasonographic  evidence  of  renal  paren- 
chymal compromise  or  other  physical  abnormali- 
ties. Infants  manifesting  genitourinary  anomalies 
often  progress  to  develop  renal  dysplasia  with  sec- 
ondary decreased  renal  function,  oligohydramnios 
and  possibly  (lethal)  pulmonary  hypoplasia.  Preg- 
nancy termination  was  morally  objectionable  for  this 
couple,  therefore  antenatal  assessment  by  ultra- 
sound and  fetal  cystocentesis  was  performed. 

Herein  we  report  the  assessment  and  management 
of  a fetus  with  incomplete  obstructive  uropathy  from 
13  weeks  through  successful  delivery  near  term. 


From  the  Department  of  Medical  Genetics  (Drs.  Bombard  and 
Rigdon)  and  the  Department  of  Obstetrics  and  Gynecology 
(Drs.  Bombard  and  Roberts)  of  the  USAF  Medical  Center 
Keesler,  Biloxi,  MS;  and  the  Department  of  Obstetrics  and 
Gynecology  (Drs.  Bombard  and  Roberts)  of  the  University 
Medical  Center  in  Jackson,  MS;  and  the  Department  of  Ob- 
stetrics and  Gynecology  (Dr.  Anderson)  of  the  University  of 
California  at  San  Francisco,  CA. 

Presented  at  the  1988  meeting  of  the  Air  Force  Clinical  Sur- 
geons, Oakland,  California. 

The  views  expressed  in  this  article  are  those  of  the  authors  and 
do  not  reflect  the  official  policy  of  the  Department  of  Defense 
or  the  U.S.  government. 


Case  Report 

The  consultand  was  a 38-year-old  G9  P3053  white 
female  who  was  referred  for  genetic  counseling  and 
prenatal  diagnosis  owing  to  the  risks  of  advanced 
maternal  age  and  a child  from  a prior  marriage  with 
congenital  adrenal  hyperplasia  (21 -hydroxylase  de- 
ficiency). 

Following  counseling,  an  ultrasound  scan  re- 
vealed a single  viable  intrauterine  pregnancy  of  1 3 
weeks  gestation.  A 2.5  cm  cyst  was  noted  in  the 
lower  fetal  abdomen  with  no  other  anomalies  found. 
In  particular,  there  was  no  evidence  of  hydroureter, 
hydronephrosis,  abdominal  wall  defects  or  oligo- 
hydramnios. 

The  patient  returned  at  17  weeks  corrected  ges- 
tation for  repeat  untrasound  evaluation  and  genetic 
amniocentesis  using  standard  technique.'  Ultra- 
sound examination  demonstrated  appropriate  inter- 
val growth  and  normal  amniotic  fluid  volume.  The 
fetal  abdominal  mass  noted  3 weeks  earlier  had  dou- 
bled in  size,  with  early  evidence  of  ureteral  and 
renal  pelvic  dilatation  but  without  ultrasonographic 
renal  parenchymal  damage.  The  amniocentesis 
studies  revealed  a normal  male  fetal  chromosomal 
complement  (46, XY)  and  normal  amniotic  fluid  al- 
pha-fetoprotein (AF-AFP).  Assessment  of  fetal  renal 
electrolyte  status  was  accomplished  by  fetal  cys- 
tocentesis following  amniocentesis  but  prior  to  re- 
moval of  the  needle.  Fifty-five  cc  of  clear  fluid  was 
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obtained  without  difficulty  from  the  fetal  bladder 
and  resulted  in  complete  decompression. 

Serial  evaluations  included  weekly  ultrasound 
evaluation,  with  cystocentesis  being  repeated  for 
worsening  signs  of  obstruction,  usually  at  biweekly 
intervals.  Ultrasound  photographs  taken  during  a 
typical  cystocentesis  procedure  are  shown  in  Figures 
1 (beginning  of  aspiration)  and  2 (end  of  aspiration). 
Although  ultrasonographic  evidence  of  abdominal 
distension,  hydroureter  and  renal  pelvic  dilatation 
was  present  antenatally,  oligohydramnios  did  not 
occur.  Moreover,  hydroureter  and  hydronephrosis 
resolved  after  each  cystocentesis  procedure. 

The  results  of  antenatal  fetal  renal  electrolyte 
analysis  are  presented  in  Table  1.  After  the  initial 
cystocentesis,  all  renal  electrolyte  values  were  in 


Figure  1.  Cystocentesis  precedure,  beginning  phase 
(B,  fetal  bladder;  AF,  amniotic  fluid). 


Figure  2.  Cystocentesis  procedure,  end  phase  (note 
normal  amniotic  fluid  volume). 


TABLE  1 

PRENATAL  CYSTOCENTESIS  RESULTS 


Weeks 

Gesta- 

tion 

Volume 

cc 

Sodium 

mEq/L 

Chlo- 

ride 

mEq/L 

Osmolality 

mosm/L 

L/S, 

(PGj 

17 

55 

104 

83 

221 

19 

160 

78 

55 

159 

21 

248 

61 

48 

136 

23 

205 

63 

A1 

132 

25 

323 

58 

42 

128 

27 

372 

59 

50 

132 

29 

o 

T 

31 

312 

50 

42 

113 

33 

1.4:1,(-) 

the  range  assumed  to  be  normal,^’ ^ ie,  urine  sodium 

< 100  mEq/L,  chloride  < 90  mEq/L  and  osmolarity 

< 220  mosm/kg.  Referral  for  in  utero  surgical  in- 
tervention (hysterotomy  and  cutaneous  fetal  cystos- 
tomy  [RLA  and  colleagues,  Univ.  California  San 
Francisco])  would  have  been  accomplished  on  ul- 
trasonographic or  metabolic  evidence  of  worsening 
fetal  disease.  None  of  the  amniocentesis  or  cysto- 
centesis procedures  were  followed  by  complica- 
tions, maternal  (infection,  bleeding,  persistent 
cramping  or  vaginal  loss  of  amniotic  fluid)  or  fetal. 

At  34  weeks  gestation  the  patient  developed  spon- 
taneous labor;  therefore,  repeat  (4th)  cesarean  sec- 
tion was  performed. 

A viable  male  infant  with  abdominal  distension 
was  delivered  and  transferred  to  our  neonatal  unit 
for  observation.  The  infant  had  no  dysmorphic  fea- 
tures (see  Figure  3).  Testes  were  descended  bilat- 
erally. The  infant  manifested  only  atrial  septal  de- 
fect and  patent  ductus  arteriosus,  the  latter  thought 
to  be  secondary  to  prematurity.  There  was  no  evi- 
dence of  pulmonary  hypoplasia. 

Distention  of  the  urinary  bladder  was  resolved 
without  difficulty  by  inserting  a percutaneous  cath- 
eter and  resulted  in  spontaneous  drainage  of  800  cc 
of  clear  urine.  Creatinine  clearance  was  approxi- 
mately 50%  of  that  expected  for  neonates.  Urologic 
evaluation  suggested  intermittent  obstructive  urop- 
athy  secondary  to  partial  posterior  urethral  valve. 

Discussion 

Assessment  and  management  of  fetuses  with  con- 
genital anomalies  is  dependent  upon  early  testing 
of  couples  at  risk  for  these  conditions.  Guidelines 
for  identifying  these  patients  and  offering  prenatal 
diagnosis  are  well  established.'  " 

Patients  are  commonly  referred  for  genetic  coun- 
seling and  prenatal  testing  on  the  basis  of  a specific 
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Figure  3.  Infant  after  delivery. 


indication,  such  as  maternal  age  or  other  etiologies 
for  increased  risk  of  aneuploid  offspring.  However, 
first-line  evaluation  and  elucidation  of  reproductive 
and  family  histories  often  reveals  other  concerns 
which  merit  attention  as  valid,  unrecognized  indi- 
cations for  prenatal  diagnosis. 

The  antenatal  assessment  and  management  of  ul- 
trasonographically  detected  genitourinary  anoma- 
lies is  particularly  complex.  While  in  utero  surgical 
therapy,  reserved  for  infants  with  severe  disease  and 
worsening  renal  function,  may  offer  hope  for  these 
infants,  complications  and  fetal  morbidity  and  mor- 
tality from  such  procedures  is  often  significant. 

Elias  and  Annas  have  succinctly  reviewed  criteria 
for  fetal  surgery.^  In  their  article  the  authors  cite 
the  following  prerequisites  for  fetal  surgery:  (1) 
identification  of  affected  fetuses,  (2)  delineation  of 
disease(s)  present,  (3)  ultimate  potential  for  im- 
provement and  delivery  of  a more  healthy,  normal 
infant  and  (4)  selection  of  conditions  which  warrant 
urgent  treatment.  Fetuses  with  normal  chromosomal 
complements  manifesting  in  utero  obstructive  urop- 
athy  meet  the  above  criteria. 

The  infant  in  this  case  had  obstructive  uropathy, 
presumably  due  to  incomplete  development  of  a 
posterior  urethral  valve.  The  triad  of  absent  abdom- 
inal musculature,  urinary  tract  abnormalities  and 
undescended  testes  are  required  to  confirm  a diag- 
nosis of  “Prune-Belly,”  “Triad”  or  “Eagle-Bar- 
rett”  syndrome,^  but  all  were  not  present  in  this 
case.  However,  it  is  interesting  to  speculate  that  our 
serial  cystocenteses  may  have  modified  the  natural 
course  of  the  syndrome  resulting  in  a less  severely 
affected  infant.  It  is  most  likely  that  the  inheritance 
of  obstructive  uropathy  in  this  infant  was  of  so- 
called  developmental/multifactorial  (single-organ 
system),  rather  than  Mendelian  etiology. 


Fetal  surgery  is  normally  reserved  for  those  con- 
ditions in  which  treatment  must  proceed  antenatal  ly 
and  for  which  a more  favorable  outcome  would  be 
expected  than  if  surgery  were  not  performed.  For 
example,  few  cases  of  fetal  surgery  for  hydroceph- 
alus are  now  being  performed  as  studies  have  failed 
to  indicate  a consistently  more  favorable  outcome 
with  in  utero  surgery.'^ 

Fetal  surgery  for  obstructive  uropathy,  by  means 
of  hysterotomy  and  cutaneous  cystostomy,  has  been 
performed  with  variable  success.*  Infants  mani- 
festing severe  oligohydramnios,  with  significant  risk 
for  pulmonary  hypoplasia  (Potter  syndrome),  or  who 
have  evidence  of  renal  destruction,  may  be  candi- 
dates for  such  a major  invasive  procedure.  Prior  to 
recent  experiences  reported  by  investigators  at  the 
University  of  California  at  San  Francisco,  infants 
in  extremis  would  have  been  candidates  for  defin- 
itive therapy  by  serial  cystocentesis  or  placement 
of  indwelling  catheters.  These  catheters  function  as 
a shunt  between  the  fetal  bladder  and  the  amniotic 
cavity.^' ” Such  procedures  for  severely  affected 
infants  appear  to  be  less  satisfactory  than  hyster- 
otomy with  cystostomy. 

Recently,  several  authors  have  suggested  that 
conservative  management  (observation)  with  deliv- 
ery at  term,  may  be  appropriate  for  less  severely 
affected  infants.'^  Our  case  report  illustrates  as  well 
that  infants  with  antenatally  detected  obstructive 
uropathy,  normal  chromosomal  complements  and 
normal  renal  function  may  be  managed  antenatally 
without  major  surgical  intervention.  However,  op- 
portunities for  referral  to  centers  with  experience  in 
reparative  fetal  surgery  should  be  anticipated  if  signs 
of  renal  deterioration  develop.  The  infant  presented 
herein  had  adequate  renal  function  and  no  evidence 
of  pulmonary  hypoplasia  after  delivery. 

Comment 

The  patient  in  this  case  report  presented  for  ge- 
netic counseling  owing  to  advanced  maternal  age; 
however,  almost  80%  of  birth  defects  are  due  to 
causes  other  than  chromosome  abnormalities.' 
Pedigree  analysis  and  early  fetal  evaluation  with 
sophisticated  ultrasound  identified  other  unrecog- 
nized concerns  such  as  recurrent  abortion,  anatomic 
defects  frequently  due  to  single-gene  (Mendelian) 
disorders  and  developmental/multifactorial  malfor- 
mations. This  case  also  illustrates  that  patients  re- 
ferred for  amniocentesis  on  the  basis  of  advanced 
age  should  always  be  offered  complete  genetic 
counseling,  with  discussion  about  other  causes  for 
congenital  malformations.  ★★★ 

Dr.  Bombard;  Keesler  AFB,  MS  (39534-5300) 
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Acute  Carbon  Monoxide  Poisoning: 

Emergency  Mangement 

and  Hyperbaric  Oxygen  Therapy 


HARRY  W.  SEVERANCE,  M.D. 
J.  C.  KOLB,  M.D. 

F.  B.  CARLTON,  M.D. 

ROBERT  C.  JORDEN,  M.D. 

Jackson,  Mississippi 


During  the  period  of  February  6-7,  1989,  central 
Mississippi  was  among  the  areas  suffering  a crip- 
pling ice  storm  that  interrupted  electrical  power  to 
large  segments  of  the  population  for  periods  up  to 
one  week.  Many  families  and  homes  were  inade- 
quately prepared  for  alternative  home  heating  and 
some  resorted  to  open,  unventilated  fires  in  their 
homes.  During  the  period  from  February  7-9,  the 
University  of  Mississippi  Medical  Center  (UMC) 
treated  sixteen  cases  of  carbon  monoxide  (CO)  poi- 
soning secondary  to  unventilated  home  fires  or  storm- 
related  damage  to  existing  heating  systems.  Five 
cases  were  children  with  ages  ranging  from  1 1 
months  to  11  years.  Eleven  cases  were  in  adults 
from  17  to  75  years  old.  Six  of  these  cases  resulted 
in  hyperbaric  oxygen  (HBO)  therapy;  these  cases 
are  briefly  reviewed. 

Report  of  Cases 

Case  1:  A 29-year-old  female  was  using  an  un- 
ventilated charcoal  grill  inside  her  home  for  heating 
and  cooking.  The  grill  had  been  lit  since  the  pre- 
vious evening.  The  patient  was  found  by  family 
members  unconscious  and  unresponsive.  On  arrival 
of  paramedics,  the  patient  was  unresponsive  and 
had  the  following  vital  signs  (VS):  P 116,  BP  100/ 
38,  respirations  (R)  12.  Her  airway  was  patent, 
though  it  was  observed  that  she  had  vomited  at  least 
once.  Smoke  fumes  were  present  in  the  house.  The 
patient  was  placed  on  100%  oxygen  (Oj)  via  non- 
rebreather mask  (NRM)  and  transported  to  UMC. 

From  the  Division  of  Emergency  Medicine  and  the  Hyperbaric 

Medicine  Service,  University  Medical  Center,  Jackson,  MS. 


An  ice  storm  in  February  1989  resulted  in 
numerous  incidences  of  carbon  monoxide 
poisoning  in  central  Mississippi  secondary  to 
exposure  to  open  fires  in  unventilated  living 
spaces.  Sixteen  cases  were  treated  during 
this  period  at  the  University  of  Mississippi 
Medical  Center  and  6 received  Hyperbaric 
Oxygen  therapy.  These  6 cases  and  the 
mechanisms  of  CO  poisoning  are  discussed 
and  recommendations  for  emergency  man- 
agement are  reviewed. 


After  approximately  10  minutes  on  O2  the  patient 
became  responsive  to  verbal  stimuli  but  remained 
lethargic,  even  after  arrival  to  the  hospital.  Physical 
examination  was  unremarkable  and  there  were  no 
focal  neurologic  deficits.  Initial  arterial  blood  sam- 
pling on  100%  O2  demonstrated  a pH  of  7.50,  a 
PCO2  of  27,  a PO2  of  3 16,  and  a carboxyhemoglobin 
(COHb)  level  of  22.2%.  Because  of  lethargy  after 
smoke  inhalation  the  patient  received  a single  HBO 
treatment  of  2.4  atmospheres  absolute  (ATA)  for 
90  minutes.  She  tolerated  this  well  and  was  entirely 
alert  before  the  end  of  the  procedure.  She  was  even- 
tually discharged  from  the  emergency  department 
after  observation. 

Case  2:  A 75-year-old  female  was  using  an  un- 
ventilated charcoal  grill  to  keep  warm  and  cook. 
The  patient  became  dizzy  and  complained  of  loss 
of  vision  as  reported  by  family  members  who  trans- 
ported her  to  UMC.  On  arrival  her  VS  were;  P 88, 
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BP  110/70,  and  R 20.  Physical  examination  in- 
cluding the  neurologic  examination  was  unremark- 
able. Initial  room  air  arterial  blood  gases  were:  pH 
7.40,  pCOz  37,  pOz  60,  and  COHb  37.0%.  Because 
of  her  smoke  inhalation,  age  and  past  medical  his- 
tory which  included  diabetes  and  cardiac  disease, 
HBO  therapy  was  attempted.  However,  the  patient 
was  not  able  to  tolerate  the  treatment  as  she  could 
not  equalize  middle  ear  pressure  and  became  claus- 
trophobic. Therefore  she  was  observed  on  100%  Oz 
NRM  with  serial  arterial  COHb  monitoring.  After 
8 hours  her  COHb  level  had  dropped  to  5.4%.  She 
developed  no  complications  during  observation  and 
was  eventually  discharged  home. 

Case  3:  A 55-year-old  female  relative  present  in 
the  same  house  as  case  2 was  transported  to  UMC 
after  discovery  of  CO  poisoning  in  her  relative.  The 
patient  was  awake  and  responsive  at  home  but  com- 
plained of  dizziness  and  headache  and  one  near- 
syncopal  episode.  Arterial  sampling  on  100%  Oz 
demonstrated  a pH  of  7.37,  a pCOz  of  40,  a pOz  of 
467,  and  a COHb  level  of  26.4%.  Because  of  her 
symptoms  and  history  of  smoke  inhalation  she  re- 
ceived one  treatment  of  HBO  at  2.4  ATA  for  90 
minutes.  Her  symptoms  resolved  during  treatment 
and  after  observation  she  was  discharged  home. 

Case  4:  An  18-year-old  female  was  brought  to 
UMC  by  her  boyfriend  who  reported  finding  her 
lethargic  at  home.  Other  family  members  were  too 
weak  to  come  to  the  hospital.  All  had  complaints 
of  dizziness,  headache,  vomiting  and  increasing 
lethargy.  This  patient  denied  any  exposure  to  a source 
of  combustion  in  the  house.  Later  it  was  discovered 
that  the  house  had  central  gas  heating  that  had  sus- 
tained ice-storm  related  damage.  The  patient  was 
arousable  but  very  lethargic,  with  an  otherwise  nor- 
mal physical  and  neurologic  examination.  Her  vital 
signs  were  normal.  Because  of  a history  of  symp- 
toms affecting  several  patients  simultaneously  CO 
poisoning  was  suspected  and  arterial  blood  gases 
obtained.  Room  air  arterial  blood  gases  showed  the 
following:  pH  7.  37,  pCOz  36,  pOz  1 17,  and  COHb 
30.5%.  The  patient  was  immediately  placed  on  100% 
Oz  via  NRM.  Because  of  her  elevated  COHb  level 
with  symptoms,  she  received  one  HBO  treatment 
at  2.4  ATA  for  90  minutes  with  complete  resolution 
of  symptoms.  After  observation  she  was  discharged 
home. 

Case  5:  The  50-year-old  mother  of  the  above 
patient  (case  4)  was  brought  to  UMC  after  discovery 
of  CO  poisoning  in  the  daughter.  The  mother’s  com- 
plaints and  physical  examination  were  similar  to 
those  of  her  daughter  except  she  was  less  lethargic. 
Arterial  sampling  done  while  100%  Oz  was  being 


established  returned  as  follows:  pH  7.35,  pCOz  42, 
pOz  56,  COHb  29.2%.  Because  of  her  COHb  level 
and  presence  of  symptoms  she  was  treated  with  one 
HBO  treatment  at  2.4  ATA  for  90  minutes.  Her 
symptoms  resolved  and  after  observation  she  was 
discharged  home. 

Case  6:  A 17-year-old  male  in  the  same  house 
as  cases  4 and  5 was  brought  to  UMC  concurrently 
with  patient  5.  The  patient  was  found  lying  in  bed 
at  home  arousable  but  complaining  of  weakness  and 
dizziness.  Physical  and  neurologic  examinations 
were  unremarkable  and  arterial  sampling  on  100% 
Oz  via  NRM  were:  pH  7.40,  pCOz  40,  pOz  417, 
COHb  27.8%.  Because  of  his  symptoms  and  COHb 
level  he  was  given  one  HBO  treatment  at  2.4  ATA 
for  90  minutes  with  resolution  of  his  symptoms. 
After  observation  he  was  discharged  home. 

Discussion 

Pathophysiology:  Poisoning  from  CO  occurs  from 
the  inhalation  of  the  products  of  incomplete  com- 
bustion of  carbonaceous  compounds.  The  usual 
sources  are  automobile  exhaust,  gas  or  kerosene 
heaters  and  stoves  and  open,  unventilated  fires  in 
closed  spaces.'  CO  binds  to  the  hemoglobin  mol- 
ecule with  an  affinity  230-270  times  greater  than 
that  of  oxygen  and  forms  COHb  which  can  be  ex- 
pressed as  a percentage  of  hemoglobin  saturation.^ 
CO  poisoning  is  the  direct  cause  or  a contributing 
factor  in  80%  of  fatalities  occurring  within  12  hours 
of  injury  in  fire  victims.^  In  30%  it  is  the  sole  factor 
in  their  failure  to  escape.  The  pathophysiology  of 
CO  poisoning  is  not  entirely  elucidated  but  may 
involve  at  least  four  different  mechanisms.  Com- 
petitive displacement  by  CO  of  Oz  off  the  Hb  bind- 
ing sites  leads  to  impaired  Oz  transport  and  tissue 
hypoxia.'-  ^ Tighter  binding  of  remaining  Hb  bound 
Oz  results  in  a shift  of  the  oxygen  hemoglobin  dis- 
sociation curve  to  the  left  with  resultant  decreased 
Oz  unloading  at  the  tissues  and  further  hypoxia. '• 
Cardiac  output  is  decreased  as  tissue  oxygen  per- 
fusion decreases  and  also  possibly  as  CO  binds  to 
cardiac  myoglobin  further  decreasing  Oz  perfusion 
of  cardiac  muscle.^  CO  also  binds  to  the  cytochrome 
chain,  primarily  cytochromes  A®3  and  P 450  with 
possible  poisoning  of  cytochrome  function.  It  is  at 
this  micro-cellular  level  where  many  damaging  ef- 
fects of  CO  poisoning  are  postulated  to  occur.'- 

Clinical  Presentation:  Clinically,  CO  poisoning 
can  present  non-specifically  with  a multitude  of 
symptoms  that  often  roughly  equate  with  arterial 
COHb  levels.  Complaints  suggestive  of  mild  CO 
poisoning,  such  as  headache  and  irritability  may 
appear  with  levels  as  low  as  5-10%.  Between  10- 


322 


JOURNAL  MSMA 


II 


Seizures 

Significant  neurologic  deficit 
Como  or  history  of  loss  of  consciousness 
(including  syncope) 

Myocardial  ischemia  (clinical  or  ECG) 
Significant  metabolic  acidosis 
(pH  < 7.32) 

Smoke  inhalation  (i.e.  possible  cyanide 
exposure)  with  CO  level  > 20% 


HBO  Hospitalization 


Nausea,  vomiting, 
headache,  dizziness, 
weakness,  visual  blurring, 
confusion,  mild  neurologic 
deficits,  or  abnormol  psycho- 
metrics 


CO  > 30% 


HBO  therapy 


CO  < 30% 


100%  O:  X 4hr 


No  symptoms 

CO  > 10%  or  history  of  exposure 

100%  O2  X 4 hr 

♦ 

Dischorge  if  CO  level  < 5% 
follow-up  with  private  MD 
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Figure  1 . Reproduced  by  permission  from  Emergency  Medicine;  Concepts  and  Clinical  Practice,  C.V.  Mosby  Co. 
1988. 


20%  one  may  see  worsening  headache,  errors  in 
judgement,  nausea  and  vomiting,  dizziness  and 
tachycardia.  Between  20-40%,  increasing  lethargy 
and  alterations  in  mentation  can  occur.  At  levels 
greater  than  40%,  severe  symptoms  such  as  cardiac 
dysrhythmias,  angina,  seizures,  coma  and  death  can 
be  encountered.  Other  factors  can  influence  pre- 
senting symptoms.  These  include  the  patient’s  age 
and  physical  health,  length  of  exposure  and  time 
since  exposure  and  activity  level  during  exposure. 
Also,  the  source  of  the  exposure  can  affect  symp- 
toms; for  example,  victims  of  smoke  inhalation  are 
more  symptomatic  at  lower  COHb  levels.  This  may 
be  due  to  the  presence  of  other  toxins,  such  as  cy- 
anide. Cutaneous  manifestations  which  may  be  seen 
at  any  COHb  level  include  an  erythema-like  rash, 
edema,  blisters  and  bullae.®  The  classic  “cherry- 
red”  skin  is  usually  only  seen  in  terminal  cases. 

Complications  of  CO  poisoning  include:  cardiac 
dysrhythmias,  myocardial  ischemia,  metabolic  aci- 
dosis, pulmonary  edema  and/or  hemorrhage,  rhab- 
domyolysis  and  renal  failure,  neuropsychiatric 
changes  such  as  alterations  in  mentation,  gait,  skill 
performance,  and  mood.  Pulmonary  and  renal  com- 


plications may  not  be  recognized  until  hours  after 
the  initial  insult.  Neuropsychiatric  complication  may 
begin  days  to  weeks  after  the  acute  event.''  * Lab- 
oratory tests  are  of  some  help  in  evaluation  of  CO 
poisoning.  The  hallmark  finding  is  an  elevated  ar- 
terial COHb  level,  though  the  level  may  not  always 
be  compatible  with  the  patient’s  symptoms.  ABC’s 
may  appear  normal  as  many,  or  nearly  all,  facilities 
measure  O2  dissolved  in  plasma,  not  hemoglobin- 
bound  oxygen.  Also,  if  oxygen  saturation  is  com- 
puted rather  than  measured,  a falsely  normal  value 
will  be  reported  despite  a significant  CO  poisoning. 
There  is  often  an  anion  gap  acidosis  present  in  these 
patients  due  to  lactic  acidemia  from  tissue  hypoxia. 
Creatine  phosphokinase  (CK)  can  be  elevated,  es- 
pecially the  MB  and  MM  bands.  Free  hemoglobin 
and  myoglobin  may  be  noted  in  the  urine  and  may 
equate  with  decreasing  renal  function.  Ischemic 
changes  may  appear  on  ECG  and  dysrhythmias  may 
be  seen  on  cardiac  monitors.  Serial  chest  radi- 
ographs may  demonstrate  evolving  changes  of  pul- 
monary edema,  especially  in  cases  of  smoke  inhal- 
ation. 

Treatment:  All  patients  should  be  immediately 
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removed  from  the  source  of  CO  poisoning  and  have 
100%  oxygen  administered.  It  is  important  to  re- 
member that  CO  is  competitively  bound  to  Hb.  The 
half-life  for  displacement  of  CO  from  Hb  at  21% 
FIO2  is  4-5  hours.  With  100%  O2  the  time  is  reduced 
to  90  minutes  and  at  2.4  — 3.0  AT  A the  time  is 
reduced  to  20-30  minutes.  The  administration  of 
oxygen  not  only  reduces  the  bound  half-life  of 
COHb,  but  shortens  the  acute  symptoms  of  CO  in- 
toxication. Therefore,  all  patients  should  be  treated 
with  at  least  100%  oxygen  until  all  acute  symptoms 
resolve.  Upon  arrival  at  the  emergency  department 
airway,  breathing  and  circulation  should  be  reas- 
sessed and  stabilized.  Other  injuries  such  as  trauma 


or  bums  should  be  mled  out  during  a quick  primary 
survey.  During  initial  stabilization  all  patients  should 
have  ABC’s  with  an  arterial  COHb  level.  If  the 
COHb  level  is  significantly  elevated,  the  following 
additional  tests  should  be  obtained:  CBC,  electro- 
lyte screen,  serum  CK  level  with  isoenzymes  and 
urine  hemoglobin  and  myoglobin  determinations. 
These  patients  should  receive  continuous  cardiac 
monitoring  upon  arrival  and  a baseline  ECG  as  well 
as  initial  and  follow-up  chest  radiographs.  After 
initial  stabilization  and  interventions  are  completed 
a thorough  secondary  survey  including  a careful 
baseline  neurologic  examination  should  be  con- 
ducted. 
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In  determining  the  severity  of  CO  poisoning  one 
must  consider  both  the  COHb  level  and  the  patient’s 
presentation.  As  noted  previously,  all  patients  should 
remain  on  100%  O2  until  all  symptoms  resolve. 
Many  authors  suggest  maintenance  of  100%  O2  until 
COHb  levels  fall  below  5%.’  CO  poisonings  are 
often  divided  into  mild,  moderate  and  severe  based 
on  COHb  levels  and  symptoms  that  are  generally 
seen  at  that  level  of  intoxication  (see  Figure  1). 
However,  individual  patients  may  vary.  Evaluation 
is  made  more  difficult  by  the  fact  that  the  onset  of 
pulmonary  and  neuropsychiatric  complications  can 
be  significantly  delayed.  It  is  therefore  often  diffi- 
cult to  determine  which  patients  should  receive  HBO 
therapy.  The  issue  is  further  complicated  by  the  fact 
that  although  HBO  most  rapidly  reduces  the  acute 
effects  of  CO  poisoning,  there  are  no  clinically  con- 
trolled studies  proving  the  efficacy  of  HBO  over 
100%  O2  in  prevention  of  neurologic  sequelae, 
though  this  has  been  suggested  in  case  reports.^  Also 
to  be  considered  are  the  relative  scarcity  of  HBO 
chambers.  Many  patients  resolve  their  acute  symp- 
toms while  waiting  for  or  during  transport  to  an 
HBO  center.  The  relative  risk  of  treating  a CO  poi- 
soned patient  locally  with  100%  oxygen  versus 
transporting  such  a patient  to  an  HBO  center  con- 
tinues to  be  debated. 

There  are  several  different  algorithms  that  outline 
treatment  for  CO  poisoning.  Recommendations  by 
the  Undersea  and  Hyperbaric  Medical  Society  are 
as  follows:®  (1)  Patients  with  CO  levels  of  40%  or 
greater  should  be  treated  in  the  nearest  available 
HBO  facility;  (2)  Patients  with  a 25%  CO  level  or 
greater  should  receive  HBO  treatments  if  a chamber 
is  locally  available  but  otherwise  can  be  treated  with 
100%  O2;  (3)  Patients  with  signs  of  severe  intoxi- 
cation should  receive  HBO  treatment  regardless  of 
their  COHb  levels.  An  alternative  algorithm  that 
outlines  treatment  guidelines  based  on  clinical  and 
laboratory  findings  is  seen  in  Figure  1.  However, 
this  algorithm  does  not  directly  address  the  question 
of  patient  transport.  An  algorithm  in  Figure  2 has 
been  constmcted  from  the  guidelines  above  and  from 
material  by  Kindwall,'°  to  outline  treatment  guide- 
lines based  both  on  patient  findings  and  HBO  cham- 
ber availability. 

Disposition.  All  patients  with  CO  exposure  should 
be  treated  with  at  least  100%  oxygen  and  observed 
for  a minimum  of  4 hours.  If  they  remain  asymp- 
tomatic and  the  CO  level  falls  below  5%  they  may 
be  discharged  from  the  emergency  department  for 
follow-up  with  their  regular  physician. 

Patients  with  mild  to  moderate  symptoms  and/or 
elevated  COHb  levels  should  be  treated  with  at  least 


100%  oxygen  and  at  a minimum,  be  observed  until 
symptoms  have  resolved,  no  acute  complications 
evolve  and  COHb  levels  fall  below  5%.  HBO  treat- 
ment may  be  considered  based  on  one  of  the  sug- 
gested treatment  algorithms  including  consideration 
of  relative  availability  of  an  HBO  chamber.  Any 
patient  who  fails  to  improve  after  4 hours  on  100% 
oxygen  or  worsens  at  any  time  should  be  hospital- 
ized and  HBO  therapy  begun  if  regionally  available. 

Patients  with  severe  symptoms  should  receive 
acute  stabilization  including  100%  oxygen  and  rapid 
HBO  therapy  with  hospitalization  at  a hyperbaric 
center.  However,  no  patient  should  be  transferred 
to  an  HBO  center  without  first  conferring  with  the 
receiving  physician  and  agreeing  on  requirements 
for  and  method  of  transport.  All  patients  exposed 
to  CO  poisoning  need  follow  up  neurologic  exam- 
inations to  evaluate  for  late  neuropsychiatric  com- 
plications. 

Summary 

CO  poisoning  occurs  when  patients  are  exposed 
to  the  products  of  incomplete  combustion  of  car- 
bonaceous materials.  Multiple  such  cases  occurred 
during  a short  period  in  Central  Mississippi  and 
many  of  these  cases  were  treated  at  one  area  hospital 
where  an  HBO  facility  exists.  Six  patients  met  at 
least  one  or  more  criteria  for  HBO  therapy  and  re- 
ceived treatments.  Guidelines  for  the  emergency 
management  of  CO  poisonings  have  been  outlined 
and  alternative  recommendations  for  HBO  treat- 
ment selection  have  been  given.  ★★★ 

Dr.  Severance;  2500  North  State  Street  (39216) 
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Introducing  a new  compai^ 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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Obstetrics  and  Gynecology  Grand  Rounds 
Clinical  Case  Management  XVI: 

Evaluation  and  Management  of 
Urinary  Incontinence 

G.  RODNEY  MEEKS,  M.D.,  Moderator 
Jackson,  Mississippi 


Dr.  Meeks:  R.W.  is  a 29-year-old  black  woman, 
gravida  5,  para  5,  who  presents  with  a chief  com- 
plaint of  “losing  urine.”  How  common  is  incon- 
tinence? 

Dr.  Johnson:  Approximately  15%  of  the  general 
population  has  significant  incontinence.  This  may 
increase  to  40%  of  hospitalized  patients  and  to  over 
50%  of  institutionalized  patients. 

Dr.  Honour  ant:  Of  course,  incontinence  is  one 
of  the  major  factors  in  deciding  to  institutionalize 
someone.  Families  become  very  frustrated  once  a 
family  member  begins  to  lose  urine. 

Dr.  Meeks:  She  gave  a history  of  incontinence 
which  developed  following  the  birth  of  her  last  child. 
Over  the  past  six  months,  the  loss  of  urine  had 
become  worse.  It  occurred  almost  exclusively  with 
coughing,  sneezing,  or  laughing.  What  should  be 
included  in  a differential  diagnosis. 

Dr.  Jones:  Incontinence  may  be  classified  as 
transient  or  established  (common  causes  of  transient 
incontinence  are  found  in  Table  1).  Most  recent 
onset  incontinence  has  an  acute  cause  and  can  be 
ameliorated.  Established  incontinence  often  is  on 
the  basis  of  a longstanding  condition. 

Dr.  Bondurant:  The  first  diagnosis  of  which  1 
think  is  genuine  stress  incontinence.  It  is  associated 
with  loss  of  pelvic  support  but  intrinsic  bladder 
function  is  normal.  The  second  is  urge  incontinence 
or  detrusor  dyssynergia  which  is  associated  with 
spastic  or  hyperactive  bladder  function.  The  third 
is  overflow  incontinence  which  is  associated  with 
atonic  bladder  function.  Hydrostatic  pressure  in  the 
overdistended  bladder  results  in  frequent  loss  of  small 
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amounts  of  urine.  The  fourth  is  fistulae  which  most 
commonly  follows  hysterectomy.  Urge  inconti- 
nence, overflow  incontinence,  and  fistulae  most 
often  have  normal  pelvic  support.  Lastly,  inconti- 
nence may  have  multiple  etiologies.  All  possible 
causes  must  be  identified  to  make  rational  manage- 
ment choices. 

Dr.  Jones:  Cystitis  produces  intense  bladder 
spasm.  Incontinence  may  improve  after  treating  the 
infection  with  antibiotics.  Diabetes  often  causes  in- 
trinsic bladder  dysfunction. 

Dr.  Johnson:  Regardless  of  the  etiology,  1 define 
the  severity  of  incontinence.  Does  it  occur  through- 
out the  day?  Is  she  incontinent  at  night  or  at  rest? 
Does  it  occur  with  valsalva  or  stress?  Does  a sense 
of  urge  occur  before  the  urine  loss?  What  volume 
of  urine  is  lost?  What  is  the  frequency  of  urine  loss? 
Must  she  wear  a pad?  Lastly,  I want  to  know  how 
it  limits  her  activities. 

Dr.  Meeks:  What  diagnosis  is  most  likely? 

Dr.  Jones:  The  history  is  typical  of  genuine  stress 
urinary  incontinence.  She  only  loses  urine  with  stress 
such  as  coughing,  exercise,  and  laughing.  She  does 
not  complain  of  constant  dribbling,  dribbling  after 
urination,  or  losing  urine  at  night.  She  has  no  sense 
of  urgency.  If  a woman  loses  more  than  a small 
spurt  of  urine  then  she  probably  does  not  have  typ- 
ical stress  incontinence. 

Dr.  Meeks:  What  other  histor>’  may  be  consistent 
with  stress  incontinence? 

Dr.  Johnson:  Most  women  will  have  delivered 
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vaginally  and  often  have  a history  of  large  infants 
or  vaginal  trauma.  Sometimes  the  patient  will  com- 
plain of  pelvic  pressure,  actual  protrusion  of  the 
vaginal  wall,  or  the  need  to  splint  the  vagina  during 
defecation. 

Dr.  Meeks;  The  largest  of  her  five  children 
weighed  9 pounds  and  14  ounces.  She  recalled  hav- 
ing to  have  a “lot  of  stitches’  ’ following  the  delivery 
of  her  first  child.  She  had  no  difficulty  with  bowel 
movements  and  did  not  have  to  splint  the  vagina  to 
defecate.  She  never  lost  urine  at  night.  She  needs 
a pad  if  she  has  an  upper  respiratory  infection  or 
cough.  What  are  the  important  aspects  of  the  phys- 
ical examination? 


TABLE  1 

CAUSES  OF  TRANSIENT  INCONTINENCE 


Delirium 

Infection 

Genitourinary  Atrophy 

Psychological  Disorder 

Endocrinopathy 

Restricted  Mobility 

Stool  Impaction 

Adrenergic  Agonist/ Antagonist 


TABLE  2 

DRUGS  WHICH  INHIBIT  VOIDING 


By  increasing  urethral  pressure  (a-adrenergics) 
ephedrine 

imipramine  (Tofranil) 
phenylpropanolamine  (Omade) 
clonidine  (Catapress) 

By  relaxing  the  bladder 

atropine,  hyoscyamine  (Urised) 
flavoxate  hydrochloride  (Urispas) 
oxybutynin  (Ditropan) 
propantheline  (Pro-banthine) 


TABLE  3 

DRUGS  WHICH  PROMOTE  VOIDING 


By  reducing  urethral  pressure 
methyldopa  (Aldomet) 
phenoxybenzamine  (Dibenzyline) 
By  contracting  the  bladder 
bethecol  (Urecholine) 
neostigmine  (Prostigmin) 


Dr.  Bondurant:  The  pelvic  exam  is  most  im- 
portant. Usually  one  can  demonstrate  pelvic  relax- 
ation, manifest  by  descent  of  the  uterus,  cystocele, 
rectocele,  and  loss  of  urethro vesical  angle. 

Dr.  Meeks:  Her  weight  was  147  pounds  and 
height  was  66  inches.  Blood  pressure  was  130/90. 
The  abdomen  showed  well-healed  scars  from  an 
umbilical  hernia  repair,  tubal  ligation,  and  appen- 
dectomy. The  vulva  was  normal.  The  introitus  was 
somewhat  gaping.  A second-degree  cystocele  and 
marked  loss  of  urethro  vesical  angle  were  present. 
A third-degree  rectocele  was  demonstrated.  With 
valsalva  she  had  prolapse  of  the  cervix,  which  was 
free  of  lesions.  The  uterus  was  normal  size  and 
mobile.  Adnexa  was  negative.  There  was  good  rec- 
tal sphincter  tone.  The  remainder  of  the  physical 
exam  was  entirely  normal.  How  do  you  assure  your- 
self that  the  patient  has  normal  intrinsic  bladder 
function? 

Dr.  Jones:  Neurologic  problems,  such  as  mul- 
tiple sclerosis,  cord  injury,  or  peripheral  neuropathy 
may  result  in  an  atonic  bladder.  Many  medications 
alter  bladder  tone.  A basic  neurologic  exam  includ- 
ing patellar  reflexes  and  sensations  of  the  perianal 
skin  and  feet  will  evaluate  long  peripheral  nerves. 
The  bulbocavemosus  reflex,  which  causes  an  “anal 
wink,’’  tests  the  sacral  reflex  arcs.  Normal  neuro- 
logic exam  normally  eliminates  hypotonic  bladder 
function. 

Dr.  Meeks;  How  does  one  recognize  urge  in- 
continence? 

Dr.  Johnson:  Most  commonly  the  patient  will 
describe  a sense  of  needing  to  void  which  is  un- 
controllable. Once  she  begins  to  lose  urine  she  may 
empty  the  entire  bladder  volume  or  at  least  a large 
portion.  She  may  experience  frequency  but  only 
pass  small  volumes  of  urine.  Classically,  heel 
bounces  will  evoke  a sense  of  urgency  or  actual  loss 
of  urine. 

Dr.  Meeks:  What  is  the  best  way  to  determine 
if  a fistulae  is  present? 

Dr.  Bondurant:  A simple  test  can  be  performed 
by  placing  a tampon  into  the  vagina  and  having  the 
patient  take  a Urised  tablet  which  colors  the  urine. 
A fistula  is  diagnosed  if  the  tampon  is  stained  with 
blue  dye  an  hour  or  two  later.  Occasionally,  this 
technique  will  not  demonstrate  a small  fistulae.  In 
cases  where  one  remains  suspicious,  I VP  and  cys- 
toscopy are  warranted. 

Dr.  Jones:  An  IVP  can  also  exclude  ectopic  ure- 
ter and  some  anatomical  problems. 

Dr.  Meeks;  Do  postmenopausal  women  have  a 
more  severe  problem  with  incontinence? 

Dr.  Jones:  From  an  embryologic  standpoint,  the 
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bladder  comes  from  the  same  tissue  as  the  vagina. 
Therefore,  the  bladder  mimics  the  atrophic  changes 
that  one  sees  in  the  vagina.  The  suppleness  of  the 
tissues  is  lost  and  bladder  compliance  is  reduced. 
The  urethra  becomes  a somewhat  rigid  open  tube, 
that  allows  incontinence  to  occur  more  easily.  Es- 
trogen therapy  will  sometimes  relieve  symptoms  by 
correcting  atrophic  changes. 

Dr.  Meeks:  Do  you  perform  volumetries  or  cys- 
tometries in  the  office? 

Dr.  Johnson:  Yes,  special  equipment  is  not  nec- 
essary. Have  the  patient  void  and  record  the  volume. 
Insert  a catheter,  drain  the  bladder,  and  determine 
the  residual  volume.  Normal  residual  is  less  than 
30  cc.  Fill  the  bladder  and  determine  at  what  volume 
she  she  notices  the  urge  to  void.  Normal  capacity 
is  250-300  cc.  If  an  uncontrollable  urge  to  void 
occurs  at  less  than  150  cc,  she  very  likely  has  urge 
incontinence.  Remove  the  catheter,  have  her  Val- 
salva and  determine  if  leakage  occurs. 

Dr.  Jones:  I have  her  stand  and  cough  if  incon- 
tinence is  not  demonstrated  in  the  lithotomy  posi- 
tion. If  incontinence  is  demonstrated,  elevate  the 
urethrovesical  angle.  If  the  incontinence  is  con- 
trolled she  may  be  a candidate  for  surgical  correc- 
tion. Be  careful  not  to  completely  occlude  the 
urethra,  which  will  block  urine  flow. 

Dr.  Bondurant:  One  may  evaluate  the  ureth- 
rovesical angle  by  placing  a Q-tip  in  the  urethra, 
and  observing  the  angle  it  makes  in  relation  to  hor- 
izontal. If,  when  she  bears  down,  the  angle  moves 
upward,  the  patient  has  loss  of  angle. 

Dr.  Meeks:  Volumetries  were  performed.  She 
voided  200  cc  and  had  a residual  urine  of  5 cc.  The 
bladder  was  filled.  Initial  urge  to  void  occurred  at 
200  cc  and  an  uncomfortable  urge  at  250  cc.  While 
the  patient  was  standing  erect  a spurt  of  urine  was 
lost  with  each  Valsalva  maneuver.  With  elevation 
of  the  urethrovesical  angle,  the  patient’s  inconti- 
nence resolved.  How  would  you  manage  this  patient 
now? 

Dr.  Johnson:  Genuine  stress  urinary  incontin- 
ence requires  surgery. 

Dr.  Jones:  I utilize  the  Kegal  exercises  to  im- 
prove pelvic  support,  especially  when  incontinence 
is  not  severe.  Some  women  do  not  void  frequently 
enough.  Merely  keeping  the  bladder  empty  may 
improve  symptoms,  ^^ether  you  proceed  with  sur- 
gery depends  on  the  patient.  How  much  discomfort 
this  is  causing  her  or  how  much  it  is  interfering  with 
her  lifestyle.  I agree  that  she  is  a surgical  candidate. 

Dr.  Bondurant:  I would  recommend  a vaginal 
hysterectomy  with  an  anterior  and  posterior  col- 
porrhaphy.  Some  surgeons  might  recommend  an 


abdominal  hysterectomy  and  retropubic  urethro- 
pexy such  as  a Marshall-Marchetti-Krantz  proce- 
dure. 

Dr.  Johnson:  When  there  is  loss  of  urethroves- 
ical angle  and  significant  cystocele,  the  vaginal  ap- 
proach is  appropriate. 

Dr.  Meeks:  She  had  a vaginal  hysterectomy  and 
an  anterior  and  posterior  colporrhaphy.  She  was 
doing  well  at  six  weeks  postoperatively.  The  patient 
is  now  five  years  from  surgery.  She  has  normal 
bowel  and  bladder  function  and  is  having  absolutely 
no  incontinence. 

Dr.  Meeks:  What  type  of  postoperative  bladder 
care  do  you  recommend? 

Dr.  Johnson:  I use  Foley  catheter  drainage  for 
4 to  5 days.  On  the  fourth  day  the  catheter  is  al- 
ternately clamped  for  two  hours  and  then  released 
for  two  hours  to  re-train  the  bladder.  The  catheter 
is  removed  the  next  day.  Most  patients  are  able  to 
void  without  difficulty.  After  they  have  voided  once 
or  twice,  I check  a residual  urine.  If  the  residual 
exceeds  the  voided  volume,  I reinsert  the  catheter. 

Dr.  Meeks:  What  are  advantages  to  suprapubic 
drainage? 

Dr.  Jones:  Cystitis  may  be  less  likely.  Also,  the 
patient  may  be  able  to  void  spontaneously  since  the 
urethra  is  not  blocked.  If  one  measures  residual 
urine,  re-catheterization  is  not  necessary. 

Dr.  Meeks:  What  recommendations  do  you  make 
in  terms  of  resuming  work  and  resuming  inter- 
course? 

Dr.  Johnson:  I recommend  that  she  not  have 
intercourse  for  at  least  6 weeks. 

Dr.  Jones:  In  regards  to  work,  it  depends  on 
what  she  does.  If  she  has  a sedentary  job,  she  might 
go  back  to  work  after  3-4  weeks.  If  her  work  re- 
quires straining  or  lifting,  I recommend  that  she 
miss  a minimum  of  6 weeks.  If  she  does  heavy 
physical  labor,  I recommend  up  to  8 weeks  away 
from  work. 

Dr.  Meeks:  When  you  perform  an  anterior  repair 
do  you  always  perform  a posterior  repair? 

Dr.  Jones:  Yes.  Usually  there  is  some  degree  of 
relaxation  in  the  posterior  vault.  Repair  is  required 
to  support  the  anterior  vaginal  wall. 

Dr.  Bondurant:  I always  do  both.  Very  rarely 
does  one  see  an  isolated  pelvic  floor  defect. 

Dr.  Meeks:  What  success  rate  can  one  expect? 

Dr.  Bondurant:  A 90%  success  rate  in  primary 
repairs  is  felt  to  be  normal.  It  is  not  nearly  that  good 
for  a repeat  operation.  If  you  do  just  a repair  without 
hysterectomy,  the  percentage  of  failure  is  going  to 
be  higher.  I have  seen  series  in  which  the  failure 
rate  was  up  to  50%  in  these  patients. 
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Dr.  Johnson:  If  the  patient  is  obese  the  chance 
of  a successful  or  long-lasting  repair  is  decreased. 
Weight  loss  will  help. 

Dr.  Bondurant;  Repetitive  stress  on  the  bladder 
neck  from  coughing  is  also  an  added  factor,  espe- 
cially in  patients  who  smoke  or  have  chronic  pul- 
monary disease.  Failures  are  more  common  in  this 
group. 

Dr.  Meeks:  Does  pharmacological  manipulation 
have  any  place  in  management  of  stress  inconti- 
nence? 

Dr.  Jones:  Pharmacologic  manipulation  is  one 
arm  of  therapy  in  very  selective  patients.  Alpha- 
adrenergic  agents  may  increase  uretheral  pressure, 
thereby  reducing  the  degree  of  incontinence. 

Dr.  Johnson:  Medications  have  very  little  place, 
particularly  in  a woman  like  this,  who  has  anatomic 
causes.  More  success  may  be  expected  in  a hypo- 
tonic bladder  but  such  high  doses  of  medication  are 
required  that  the  patients  are  often  symptomatic 
(common  agents  which  alter  bladder  function  are 
found  in  Tables  2 and  3). 

Dr.  Meeks:  Do  complicated  cases  require  uro- 
dynamics? 

Dr.  Bondurant:  Definitely.  One  must  evaluate 
every  aspect  of  incontinence  before  deciding  on  any 


plan  of  therapy.  This  is  especially  critical  in  women 
with  an  atypical  history  or  women  in  which  a repair 
has  failed. 

Dr.  Meeks:  Urodynamics  formally  measures  uri- 
nary volume,  abdominal,  vesicle  and  urethral  pres- 
sure, and  detrusor  activity  simultaneously.  These 
are  correlated  with  x-ray  cystograms  and  voiding 
cystourethrograms.  The  special  equipment  neces- 
sary for  urodynamics  is  currently  available  on  a 
limited  basis  and  often  patients  are  referred  to  a 
tertiary  center  for  evaluation.  (Urodynamics  con- 
sultation is  available  at  the  University  Medical  Cen- 
ter.) 

I would  like  to  thank  our  panelists  for  partici- 
pating in  grand  rounds.  It  takes  time  from  your  busy 
practices.  We  appreciate  your  attendance  very 
much.  ★★★ 

Dr.  Meeks,  2500  North  State  Street  (35216) 
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SPECIAL  ARTICLE 


Are  Your  Taxes  Done? 
Not  by  a Long  Shot! 

TIM  LAWRENCE 
Jackson,  Mississippi 


A ou  COULD  almost  hear  the  country  heave  a col- 
lective sigh  of  relief  at  midnight  April  17.  That  was 
the  official  end  of  the  tax  season  this  year. 

For  many  it  signaled  the  start  of  a nine-month 
vacation  from  worrying  about  Uncle  Sam’s  hand  in 
their  pocket.  But  for  the  financially  prudent,  it  meant 
time  to  review  ways  to  reduce  the  tax  bite  on  this 
year’s  income. 

According  to  the  experts,  everything  you  need  to 
know  about  minimizing  your  taxes  falls  into  two 
categories:  maximize  your  deductions  and  minimize 
your  taxable  income.  After  that,  it  gets  tricky,  but 
we  can  break  it  down  into  some  basic  guidelines. 

Accelerate  or  Defer  Income  and  Deductions 

In  making  a decision,  you  will  not  only  need  to 
project  your  income  and  deductions  for  1989,  but 
for  1990  too.  You  may  wish  to  defer  income  and 
accelerate  deductions  if  you  feel  that  your  1989 
income  will  be  greater  than  what  you  think  you’ll 
earn  in  1990.  On  the  other  hand,  if  you  feel  that 
your  1990  income  will  be  greater  than  what  you 
expect  to  earn  in  1989,  you  should  consider  accel- 
erating income  and  deferring  deductions.  These 
strategies  may  be  used  to  reduce  or  avoid  the  impact 
of  having  your  income  taxed  at  a higher  tax  bracket. 

Take  Advantage  of  All  Deductions 

The  number  of  deductions  available  to  taxpayers 
has  been  seriously  reduced  by  the  Tax  Reform  Act 
of  1986,  making  those  that  remain  all  the  more 
valuable. 

The  author  is  associated  with  Shearson  Lehman  Hutton  of  Jack- 

son,  MS. 


Let’s  look  at  medical  expenses,  for  example.  If 
you  itemize  deductions,  only  the  amount  that  ex- 
ceeds 7.5%  of  your  adjusted  gross  income  will  be 
deductible.  That  means  if  your  adjusted  gross  in- 
come is  $50,000  your  medical  expenses  over  $3 ,750 
would  be  deductible.  If  you  anticipate  incurring  sig- 
nificant expenses  next  year,  you  may  want  to  post- 
pone elective  medical  care  you  planned  for  1989 
until  1990.  Grouping  these  expenses  together  will 
give  you  a greater  chance  of  being  able  to  benefit 
from  this  deduction. 

Interest  paid  on  loans  is  another  area  you  should 
look  at.  This  year,  just  20%  of  consumer  interest 
(such  as  credit  card  or  personal  loan  interest)  is 
deductible;  next  year  that  will  drop  to  10%,  and  will 
be  eliminated  in  1991 . Since,  in  most  cases,  interest 
on  home  loans  remains  100%  deductible,  you  should 
consider  applying  for  a home  equity  loan  to  pay  off 
your  other  loans  and  consolidate  your  debt.  If  your 
loan  does  not  exceed  $100,000  this  will  allow  you 
to  convert  consumer  interest  that  is  mostly  nonde- 
ductible to  interest  that  is  fully  deductible. 

Don’t  forget  about  your  IRA.  If  you’re  still  eli- 
gible for  an  Individual  Retirement  Account  deduc- 
tion, your  contribution  will  lower  your  taxable  in- 
come. If  you’re  not,  income  earned  on  your 
contribution  will  not  be  subject  to  current  taxation 
until  the  earlier  of  70'/2  or  until  you  withdraw  from 
your  account.  And  you  gain  again  if  you  contribute 
to  your  IRA  early  in  the  year;  the  power  of  com- 
pounding interest  on  interest  could  add  more  dollars 
to  your  retirement  pot.  Self-employed  individuals 
should  also  consider  establishing  or  making  contri- 
butions to  a Keogh  account. 
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Minimize  Taxes  on  Your  Investments 

With  proper  planning,  you  can  benefit  from  cer- 
tain deductions  and  losses.  Currently,  you  may  only 
deduct  up  to  $3,000  ($1,500  if  you  are  married  and 
are  filing  separately)  in  capital  losses  in  a given 
year.  These  losses  may  only  be  offset  by  capital 
gains  — excess  capital  losses  are  carried  over  to 
subsequent  tax  years.  If  you  anticipate  generating 
excess  capital  losses  during  the  year,  selling  secu- 
rities with  already  existing  gains  will  allow  you  to 
currently  benefit  from  these  losses. 

Medicare  recipients  and  people  over  65  should 
also  be  aware  of  the  new  tax  imposed  by  the  Med- 
icare Catastrophic  Coverage  Act.  This  year  indi- 


viduals eligible  for  Part  A Medicare  coverage  will 
have  to  pay  a tax  surcharge  of  $22.50  for  every 
$150  of  tax  liability  to  the  maximum  of  $800.  The 
maximum  premium  goes  up  by  $50  every  year  until 
1993  when  it  stabilizes  at  $1,050.  Thus,  if  you 
reduce  your  federal  tax  liability,  you  will  reduce 
the  surcharge. 

So  if  you  were  thinking  about  taking  a mental 
vacation  from  income  taxes,  think  again.  Some 
planning  now  could  save  you  headaches  and  dollars 
in  April  1990.  Before  implementing  any  of  these 
strategies,  be  sure  to  consult  your  tax  advisor. 

★★★ 

175  East  Capitol  Street  (39201) 


For  a special  kind  of  office  help, 
come  to  the  Source. 


Business  Furnishings  / Supplies  / Machines 
277  E.  Pearl  St.  /Jackson,  MS  39205 
352-9000 /Toll-free  1-800-682-5399 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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J.  EDWARD  HILL,  M.D. 

Indigent  Care  — Social,  Ethical  and  Moral 
Issues  — And  the  Right  Thing  to  Do 

It  has  been  said  that  some  half  a million  Mississippians  have  no  third-party 
coverage  for  health  care.  What  is  not  known  is  how  many  of  this  half  million 
need  health  care  and  can’t  get  it.  There  have  been  no  solid  data  or  studies,  to 
my  knowledge,  about  the  presence  or  extent  of  an  access  to  health  care  problem 
among  these  citizens.  My  perception  is,  however,  that  there  is  a very  real  need 
and  a significant  problem  for  these  individuals  when  health  needs  arise.  I also 
have  the  perception  that  for  chronic  illnesses  in  these  individuals,  there  is  no  care 
at  all. 

It  has  become  fashionable  these  days  to  address  the  problem  of  indigent  care 
in  this  country.  Innumerable  conferences  and  task  forces  deal  with  this  issue  and 
its  solutions.  Many  programs  have  been  instituted,  legislatively  and  privately,  to 
address  the  issue.  We  hope  these  efforts  will  continue.  Perhaps,  eventually,  the 
momentum  will  be  such  that  there  will  be  significant  solutions  to  the  issue. 
However,  at  this  point  in  time  the  solutions  are  not  yet  clear. 

It  is  interesting  to  me  that  proposed  solutions  are  seldom,  if  ever,  participated 
in  or  instituted  by  the  physician  population.  In  my  own  naive  way,  I am  struck 
by  the  idea  that  medical  care  problems  should  be  addressed  and  solutions  sought 
and  instituted  by  the  medical  community.  When  I pose  this  question  to  physicians 
in  medical  groups,  I am  met  with  a variety  of  replies.  A typical  first  response 
is,  “We  have  always  taken  care  of  these  people  anyway.”  Although  I have  no 
solid  data,  my  perception  is  that  this  is  not  true  at  all  and  that  we,  as  a medical 
community,  have  not  “taken  care  of  these  people.”  Often  these  physicians  will 
tell  me  about  the  large  amount  of  money  that  they  “write  off”  or  “give  away” 
each  year.  It  turns  out  that  these  are  bad  debts,  not  care  that  is  rendered  with  a 
philosophy  of  not  charging  and  with  compassion  and  caring. 

Another  response  physicians  give  me  is  the  explanation  that  since  the  govern- 
ment has  assumed  such  an  active  role  in  taking  care  of  various  groups  of  people, 
they  no  longer  feel  an  obligation  to  offer  any  kind  of  free  care  to  anyone.  That 
answer,  of  course,  is  a cop-out,  because  many  of  the  patients  we  are  talking 
about  are  those  with  no  coverage  and  are  not  included  in  any  federal  reimburse- 
ment programs,  or  if  they  are,  their  incomes  are  below  the  federal  poverty  income 
level.  (Continued  on  page  335) 
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Gray  Heads 

I was  called  to  see  one  of  my  patients  the  other 
night  at  the  emergency  room  of  one  of  the  local 
hospitals  at  3:30  a.m.  Dr.  Ben  Banahan  was  in 
charge  of  the  emergency  room  and  was  taking  good 
care  of  my  patient.  The  last  time  I had  seen  Ben 
was  some  twenty  plus  years  ago  when  he  was  tall, 
thin,  black  haired  ...  a handsome  fellow,  indeed. 
Seeing  him  made  me  realize  that  many  of  us  are 
getting  older,  whether  we  like  it  or  not.  I’m  certain 
that  getting  older,  grayer  — and  for  some  of  us  — 
balder,  must  have  its  advantages.  I am  hesitant, 
however,  to  agree  with  Bob  Hope  that  bald  heads 
are  solar  panels  for  sex  enthusiasts.  I do  think  that 
being  older  has  its  distinct  advantages  . . . and  its 
responsibilities.  Surely  we  are  able  to  put  our  years 
and  years  of  experience  to  work  for  us;  are  more 
confident  in  our  abilities  to  do  what  we  do;  and  even 
our  judgment  is  better  . . . if  we’ll  just  take  the  time 
to  pay  attention  to  it.  All  things  considered,  I think 
we  develop  a certain  amount  of  relaxation  when 
facing  our  everyday  problems.  We  enjoy  the  rela- 
tionships with  patients  that  years  of  caring  has  ce- 
mented with  them. 

The  other  day  I took  my  third  board  re-certifi- 
cation  examination  in  family  practice.  It  was  an 
impressive  sight  to  see  some  eight  hundred  doctors 
(at  this  site  alone)  all  sitting  side  by  side  eager  to 
improve  themselves  educationally.  It  was  at  this 
time  that  I noticed  (and  acutally  counted)  only  eight- 
een of  us  “Ole  Gray  Heads’’  taking  the  exam,  out 
of  the  whole  bunch.  Two  thoughts  crossed  my  mind: 
One,  that  I must  be  out  of  place;  and  two,  the  pleas- 
ure at  seeing  so  many  young  people  eager  to  prove 
to  the  world  that  they  have  what  it  takes  to  be  a 


good  doctor.  Surely  we  must  have  a great  profession 
and  one  that  is  to  be  carried  on  by  bright  young 
people  like  we  once  were  . . . and  continue  to  try 
to  be. 

Thank  God  I’m  a physician  in  this  medical  world 
of  gray  heads  . . . and  those  not  so  gray. 

Joe  Johnston,  M.D. 

Associate  Editor 
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Finally,  some  physicians  will  present  me  with  the 
fact  that  office  overhead  and  expenses  for  the  mea- 
ger reimbursements  they  get  from  federally  funded 
patients  is  a strain  already,  and  if  they  add  to  this 
the  burden  of  caring  for  those  with  no  coverage  free 
of  charge,  financial  disaster  would  be  the  result.  1 
am  quite  sympathetic  to  those  problems.  However, 
economists  tell  me  that  physicians’  incomes  remain 
in  the  top  ten  percent  of  all  income-producing 
professions  in  the  United  States,  and  this  has  been 
unwaveringly  true  for  about  the  last  forty  years. 

For  those  physicians  with  the  majority  of  their 
patient  population  as  public  patients  (that  is  Medi- 
care and  Medicaid),  the  argument  that  overhead  ex- 
penses are  difficult  to  take  care  of  because  of  the 
poor  reimbursement  rate  is  quite  true.  This  partic- 
ular group  of  doctors  must  hire  extra  personnel  just 
to  comply  with  regulations  and  manage  the  paper 
trail  involved  with  caring  for  public  patients.  I also 
hear  the  argument  from  these  physicians  (and  from 
others  who  want  an  excuse  for  not  seeing  the  in- 
digent) that  the  negative  image  that  this  “type  of 
person’’  creates  in  their  reception  area  is  not  con- 
ducive to  the  retention  of  private  paying  patients. 
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I don’t  doubt  that  there  is  truth  in  all  of  these 
reasons,  but  all  of  these  answers  seem  to  skirt  and 
bypass  the  predominant  and  real  issue. 

That  issue  is  the  question  “Do  we,  as  physicians, 
have  a social,  moral  or  ethical  obligation  and  re- 
sponsibility to  take  care  of  the  medical  problems  of 
the  indigent?”  The  moral  and  ethical  aspects  of  this 
question  are  such  that  it  cannot  be  answered  in  a 
definitive  way,  pro  or  con.  It  is  an  individual  phil- 
osophical question.  However,  the  individual  phy- 
sician’s answer  to  the  moral  and  ethical  question 
has  great  bearing  on  the  social  aspects  of  the  issue. 

If  the  entire  question  is  left  as  a social  issue  to 
be  addressed  by  politicians  and  economists  with 
minimal  physician  input,  then  I think  the  solution 
will  be  one  that  will  not  be  looked  on  with  favor 
or  acceptance  by  the  physician  population.  If  we, 
as  physicians,  do  not  accept  the  responsibility  of 
solving  this  great  social  issue,  then  I think  we  will 
see  society  force  upon  us  their  own  solutions.  These 
solutions  will  be  mandatory  assignment  and  other 
restrictions  tied  to  licensure,  limitations  on  our  free- 
dom to  practice  medicine,  and  measures  that  make 
it  more  difficult  for  us  to  carry  on  our  profession. 

My  personal  belief  is  that  this  is  definitely  a moral 
and  ethical  responsibility  for  physicians.  I think  we 
should  take  the  lead  in  suggesting  and  implementing 
solutions  to  the  matter  of  caring  for  the  indigent. 


Your  medical  association  has  become  very  inter- 
ested in  a three-pronged  approach. 

First,  we  want  to  cooperate  and  work  fervently 
with  the  Medicaid  Commission  on  a system  of  man- 
aged care  for  the  indigent  that  will  include  benefi- 
ciary education  to  access  the  system  appropriately 
and  when  necessary.  We  want  to  cooperate  in  every 
possible  way  with  Medicaid  to  encourage  physicians 
throughout  the  state  to  accept  Medicaid  patients  as 
much  as  they  can.  We  have  even  advocated  and 
received  good  response  to  an  idea  of  a “fair  share” 
concept  for  physicians  in  accepting  Medicaid.  If  we 
had  a case  manager  system  in  operation  and  we 
knew  exactly  what  the  Medicaid  population  is  in  a 
service  area,  then  we  could,  with  the  cooperation 
of  the  specialties  other  than  primary  care,  divide 
the  work  among  them  so  that  no  one  would  be 
overburdened  with  the  problems  posed  by  the  public 
patient. 

Secondly,  to  address  the  issue  of  acute  care  for 
the  indigent,  we  will  soon  be  proposing  to  the  as- 
sociation a statewide  plan  for  referring  these  patients 
for  appropriate  acute  care  by  having  physicians  vol- 
unteer their  services  on  a free  basis. 

The  final  aspect  of  our  three-pronged  approach 
is  to  work  with  the  Public  Health  Department  in 
establishing  volunteer  clinics  for  the  chronically  ill 
who  have  no  coverage. 

So  I plead  with  you  to  do  your  fair  share  indi- 
vidually, to  meet  our  social  responsibility  to  these 
patients. 


llRtllVSWICK 


The  Great  Entertainers. 


Your  investment 
into  the  exciting 
world  of  home 
billiards  can  be 
your  family’s 
best  entertainment 
value. 


For  color  brochure  & price  list,  call  today. 

Central  Mississippi  Amusements 

(601)  982-2525 

Showroom:  210  Gulley  Dr.,  Jackson 


Mark  Your  Calendar 
Now! 

122nd  Annual  Session 
May  30-June  3,  1990 

Jackson,  MS 
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Call  the  travel  specialists  toll 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
even  the  phone  call. 


travel  specialists  will  take  care 
all  your  plans,  plane  reservations, 
rental,  hotel  accommodations  and 
more.  We’re  here  to  help  you  with 
alters,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 


Three  Lakeland  Circle ‘Jackson,  Mississippi  39216*  981-9111 
Call  Toll-Free  Nationwide  1-800-327-4236 


The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 
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COMMENT 


To  THE  Editors; 

I read  with  interest  the  article  appearing  in  the 
September  issue  of  the  Journal  dealing  with  Hos- 
pital Emergency  Departments  in  Mississippi  by  Drs. 
Michael  H.  Bross  and  Frank  M.  Wiygul. 

As  Medical  Director  of  Emergency  Medical  Serv- 
ices in  Mississippi  for  the  past  fifteen  years,  I must 
say  that  I feel  these  gentlemen  did  an  outstanding 
job  in  evaluating  Emergency  Departments  within 
our  state.  They  dealt  with  an  issue  I have  com- 
mented on  numerous  times,  this  being  that  the  State 
of  Mississippi  needs  to  spend  a great  deal  of  time 
and  effort  in  categorizing  and  evaluating  its  emer- 
gency departments.  There  is  no  doubt  that  a number 
of  patients  are  taken  to  emergency  facilities  which 
are  ill-equipped  to  handle  the  magnitude  of  emer- 
gency cases  they  receive.  However,  until  physicians 
continue  to  put  pressure  on  hospitals  to  allow  the 


State  Department  of  Health,  specifically  the  Divi- 
sion of  Emergency  Medical  Services,  to  evaluate 
and  regulate  from  an  overall  state  program,  then  we 
will  continue  to  have  patients  cared  for  in  emer- 
gency facilities  which  are  ill-equipped  to  care  for 
the  type  patients  who  present  to  those  facilities. 

I do  hope  that  all  physicians  reading  the  article 
can  realize  that  a number  of  trauma  cases  can  be 
triaged  and  sent  on  to  better-equipped  facilities.  It 
would  also  behoove  each  of  us  to  see  that  the  in- 
stitutions to  which  they  are  taken  for  treatment  will 
be  compensated  for  care  provided. 

The  Department  of  Emergency  Medical  Services 
in  Mississippi  will  continue  to  press  toward  these 
goals.  We  solicit  the  support  of  all  physicians  within 
the  state  in  our  endeavors. 

Sincerely, 

W.  Briggs  Hopson,  Jr.,  M.D.,  F.A.C.S. 

Medical  Director 

Emergency  Medical  Services 

State  of  Mississippi 


Thank 

Sbu 


Doctor, 

Have  you  ever  looked  for  a different  way  to  say 
"Thank  You,"  "Congratulations,"  or  "Get  Well 
Soon"? 


All  of  these  messages  are  available,  along  with 
memorial  tributes,  in  greeting  cards  from  the 
MSMA  Auxiliary.  Each  card  signifies  your 
donation  to  the  AMA-ERF  in  the  name  of  a friend 
or  colleague. 

For  information  about  AMA-ERF  greeting  cards  for 
year-round  use,  contact  a member  of  your  local 
MSMA  Auxiliary,  or  Karen  Stephens,  1105 
Oakleigh  Dr.,  Hattiesburg,  MS  39401; 
telephone  264-0154. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  24-28, 
1990,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  122nd  Annual  Session, 
May  30-June  3,  1990,  Jackson.  Charles  L.  Mathews,  Ex- 
ecutive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jack- 
son  39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
July  25-28,  1990,  Gulf  Shores,  AL.  Leontine  Stevens,  Ex- 
ecutive Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Sijc  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. FredG.  Emrick,  Secy.,  P.6.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr., 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  D.  Winn  Walcott,  Secy.,  2173  South 
Lamar,  Oxford  38655.  Counties:  Benton,  Lafayette,  Mar- 
shall, Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 
Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society  .,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 

Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
of  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)’’  and  the  Council  on  Medical  Education  of  the 
MSMA.  Information  concerning  CME  programs  for  physicians 
offered  by  these  accredited  sources  may  be  obtained  by  writing 
the  Director,  Continuing  Medical  Education,  at  the  individual 
institution  or  organization. 

Council  on  Scieniific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Street 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Mamie  Street  and  Highway  49  South 
Hattiesburg.  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  State  Street 
Jackson,  MS  39202 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Seargeant  Prentiss  Dr. 

Natchez.  MS  39120 

King's  Daughter  Hospital 
Highway  51  N. 

Brookhaven.  MS  3960! 

Charter  Hospital  of  Jackson 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
150  Reynoir  St. 

Biloxi.  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  3930! 

Mercy  Regional  Medical  Center 
100  McAuley  Dr. 

Vicksburg.  MS  39180 


Golden  Triangle  Regional  Medical  Center 
2520  Fifth  St..  North 
Columbus.  MS  39701 

Northwest  Mississippi  Regional  Medical  Center 
Hospital  Dr. 

Clarksdale.  MS  38614 

North  Panola  County  Hospital 
1-55  at  Highway  315 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  E)enny  Ave. 

Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1401  River  Rd. 

Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayette  County  Hospital 
Highway  7.  South 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 

Delta  Medical  Center 
1400  E.  Union 
Greenville.  MS  39704 

Methodist  Hospital 
5001  W.  Hardy  St. 

Hattiesburg.  MS  39401 
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FALL  WEEKEND  AT  ST.  DOMINIC’S  1989 


DIAGNOSIS  AND  TREATMENT  OF 
ANXIETY  DISORDERS 

November  2, 1989 


CURRENT  INSIGHTS  INTO 
GERIATRIC  MEDICINE 

November  3 and  4, 1989 

A SYMPOSIUM  SPONSORED  BY  ST.  DOMINIC  HOSPITAL 


Management  of  Anxiety  and 
Depression  in  Older  Patients 

Depression  in  Older  Patients 

Geriatric  Clinical  Pharmacology 


• Sleep  Related  Breathing  Disorders 
in  the  Elderly 

• Practical  Management  in  the  Elderly 

• Nutritional  Concerns 


Pre-registration  Required  for  Attendance 
Deadline  October  30, 1989 


Contact: 

ST.  DOMINIC  MEDICAL  STAFF  SERVICES 
969  Lakeland  Drive 
Jackson,  Mississippi  39216-4699 
Phone:  364-6845 


MEDICAL  ORGANIZATION 


Council  Announces  Plans 
For  122nd  Annual  Session 

Planning  is  underway  for  MSMA’s  122nd  Annual 
Session,  set  for  May  30- June  3,  1990  at  the  Coli- 
seum Ramada  Inn  in  Jackson. 

At  its  August  23  meeting  the  Council  on  Scien- 
tific Assembly,  chaired  by  Dr.  Don  Mitchell,  de- 
veloped a program  of  activities  that  includes  several 
schedule  changes  from  previous  years.  The  pro- 
posed agenda  was  endorsed  by  the  MSMA  Board 
of  Trustees  at  its  recent  meeting.  The  Council  on 
Scientific  Assembly,  charged  with  overall  planning 
of  the  Annual  Session,  also  includes  Dr.  Howard 
Freeman,  chairman  of  the  Hospital  Medical  Staff 
Section;  Dr.  Michael  Maples,  chairman  of  the  Young 
Physicians  Section;  Dr.  James  Hughes,  chairman  of 
the  Surgical  Plenary  Group;  and  Dr.  John  Hassell, 
chairman.  Medical  Plenary  Group. 

Under  the  new  schedule,  the  Young  Physicians 
Section  and  the  Hospital  Medical  Staff  Section  will 
have  a joint  meeting  on  Thursday  afternoon.  May 
31,  with  a program  featuring  discussions  of  current 
socioeconomic  issues  affecting  medicine.  Breakout 
sessions  will  follow  so  that  each  section  may  con- 
duct its  annual  business  meeting. 

House  of  Delegates  sessions  will  again  be  con- 
ducted on  Thursday  and  Sunday  mornings,  as  in 
past  years,  but  reference  committee  hearings  will 
be  held  on  Thursday  and  Friday  afternoons. 

The  1990  Medicine  Plenary  Session  will  be  held 
on  Friday  morning,  June  1 , and  will  feature  a debate 
on  the  issue  of  cholesterol  and  updates  on  immu- 
nization, rheumatic  fever,  and  hemoglobinopathy. 
The  Surgery  Plenary  Session  is  set  for  Saturday 
morning,  June  2,  and  will  be  held  in  conjunction 
with  the  annual  meeting  of  the  Mississippi  Chapter, 
American  College  of  Surgeons.  The  1990  Surgery 
Plenary  Session  will  be  a trauma  symposium. 

The  122nd  Annual  Session  agenda  will  include 
the  annual  meeting  of  the  MSMA  Auxiliary,  meet- 
ings of  medical  related  organizations,  and  scientific 
and  technical  exhibits.  Specialty  societies  will  be 
invited  to  schedule  concurrent  meetings  during  the 
week. 

Plans  call  for  the  President’s  reception  to  be  held 
on  Thursday  night,  rather  than  Wednesday  as  in  the 
past.  Medical  alumni  organizations  will  host  reun- 
ions on  Friday  night,  and  the  annual  MSMA/MSMA 


Auxiliary  membership  banquet  will  be  held  on  Sat- 
urday night. 

Many  special  events  will  be  added  to  the  sched- 
ule, and  more  details  will  be  made  available  in  the 
months  to  come.  MSMA  and  MSMA  Auxiliary 
members  are  encouraged  to  make  plans  now  to  at- 
tend. The  Annual  Session  was  last  conducted  in 
Jackson  in  1978. 


Conference  Addresses  Issues 
Affecting  Rural  Mississippi 

Health  care  in  rural  Mississippi  was  one  topic 
under  discussion  at  a three-day  conference  on  re- 
vitalizing rural  areas.  Dr.  Ed  Hill,  MSMA  presi- 
dent, and  Dr.  Richard  Field,  medical  director  of  the 
Field  Memorial  Community  Hospital,  were  among 
speakers. 

The  conference,  sponsored  by  the  Mississippi  Co- 
operative Extension  Service,  the  Department  of 
Economic  and  Community  Development,  and  the 
Southern  Rural  Development  Center,  was  held  in 
Jackson  last  month.  It  brought  some  250  partici- 
pants together  to  develop  legislative  remedies  for 
problems  facing  rural  areas. 

Dr.  Hill,  addressing  the  problem  of  inadequate 
supply  of  physicians  in  rural  areas,  noted  that  stu- 
dents from  small  towns  are  more  likely  to  return  to 
practice  in  a rural  area.  He  also  commented  that  70 
percent  of  doctors  locate  within  a 50-mile  radius  of 
where  they  completed  training,  and  he  urged  de- 
velopment of  incentives  to  encourage  more  students 
to  select  rural  Mississippi  as  a practice  site. 

Dr.  Field  reported  the  successful  operation  of  the 
Field  Hospital,  particularly  in  the  acquisition  and 
retention  of  physicians  in  the  rural  Centreville  area. 
He  also  described  the  hospital’s  successful  efforts 
to  provide  services  usually  associated  with  larger 
medical  centers. 

Charles  Shepherd,  administrator  of  H.  G.  Wat- 
kins Hospital  in  Quitman,  discussed  specific  needs 
of  rural  hospitals.  He  cited  national  studies  indi- 
cating that  the  most  vulnerable  hospitals  are  those 
with  fewer  than  100  beds,  and  observed  that  the 
majority  of  members  of  the  Mississippi  Hospital 
Association  fall  into  that  critical  list.  He  emphasized 
the  importance  of  encouraging  physicians  to  move 
into  rural  areas,  along  with  hospitals’  developing 
new  sources  of  funding. 

In  addition  to  health  care  issues,  the  conference 
also  addressed  education,  highways,  housing,  and 
other  matters  pertaining  to  economic  development 
and  progress. 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 
offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 
prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1,  2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 
at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH,  SUITE  207,  BIRMINGHAM,  AL  35205 
OR  CALL:  (205)  930-9719  or  9727  COLLECT 
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OssAMA  Al-mefty  of  UMC  made  a presentation  at 
the  Third  International  Meeting  of  the  Management 
of  Trauma  and  Critically  111  Patients  in  Aleppo  and 
Syria. 

Gene  R.  Barrett  of  Jackson  has  been  inducted 
into  the  International  Society  of  the  Knee. 

John  B . Bundrick  has  associated  with  The  Medical 
Center,  P.A.  of  Jackson  for  the  practice  of  internal 
medicine. 

J.  Patrick  Chaney  has  associated  with  Physicians 
and  Surgeons  Clinic  of  Amory  for  the  practice  of 
obstetrics  and  gynecology. 

Bryan  Cowan  of  UMC  was  speaker  at  Doctor’s 
Hospital  in  Little  Rock,  Arkansas,  and  at  continuing 
education  conferences  in  Tupelo  and  Cleveland, 
Ohio. 

Virginia  Crawford  of  Hattiesburg  has  been  named 
medical  director  of  the  University  of  Southern  Mis- 
sissippi Student  Health  Services. 

James  R.  Day  has  associated  with  Infant,  Children 
and  Adolescent  Clinic  in  Tupelo  for  the  practice  of 
general  pediatrics. 

Mark  C.  Droffner  of  Liberty  announces  the  as- 
sociation of  Isabella  Strickland  for  the  practice 
of  family  medicine  at  Amite  County  Medical  Serv- 
ices. 

William  H.  Durham  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  300 
Marion  Avenue  in  McComb. 

Mary  Anne  Frank-Tarsi  announces  the  opening 
of  her  office  for  the  practice  of  family  medicine  at 
965  A vent  Drive  in  Grenada. 

Allen  Gersh  of  Hattiesburg  has  been  reappointed 
as  a clinical  assistant  professor  at  Tulane  University 
School  of  Medicine. 

William  J.  Gibson,  Jr.  of  Jackson  will  participate 
in  the  Fall  1989  Leadership  Seminar  in  the  Hu- 
manities at  Millsaps  College. 

A.  Lamar  Glaze  has  associated  with  the  Hatties- 
burg Clinic  for  the  practice  of  obstetrics  and  gyne- 
cology. 


G.  Eli  Howell,  II,  of  Hattiesburg  has  been  ap- 
pointed as  a clinical  associate  in  plastic  and  recon- 
structive surgery  at  Tulane  University  Medical  Cen- 
ter. 

James  Hughes  of  UMC  was  guest  speaker  at  Pe- 
ruvian Orthopedic  Hospital  in  Lima,  Peru. 

J.  Harvey  Johnston  of  Jackson  announces  his  re- 
tirement from  the  practice  of  surgery. 

Ray  Kimble  of  Hattiesburg  has  assumed  duties  as 
assistant  medical  director  of  psychiatry  at  Pine  Grove 
Center. 

James  Leak  has  associated  with  the  Field  Clinic  of 
Centreville  for  the  practice  of  family  medicine. 

Bruce  Longest  announces  the  opening  of  his  office 
for  the  practice  of  family  medicine  at  the  clinic  of 
Community  Hospital  of  Calhoun  County. 

William  E.  Loper,  III,  has  associated  with  The 
Vicksburg  Clinic  for  the  practice  of  family  medi- 
cine. 


OCTOBER  1989 


343 


PERSON  ALS/Continued 

John  J.  McCloskey  of  Pascagoula  recently  re- 
ceived an  award  for  his  work  with  the  National  Head 
and  Spinal  Cord  Injury  Prevention  Program.  The 
award,  signed  by  then-President  Ronald  Reagan,  is 
a President’s  Citation  for  Private  Sector  Initiatives. 

John  B.  Milam  of  Jackson  announces  the  associ- 
ation of  John  H.  McVey  for  the  practice  of  pediatric 
ophthalmology  and  adult  strabismus. 

George  Moll  of  UMC  served  as  a member  of  the 
Comprehensive  Part  II  Multidisciplinary  Task  Force 
for  Reproductive  and  Endocrine  Systems  in  Phila- 
delphia, Pennsylvania. 

Robert  L.  Moore,  Jr.  , of  Philadelphia  announces 
the  association  of  Kevin  Nichols  for  the  practice 
of  family  medicine  at  517  Center  Avenue. 

O.  Dianne  Moran  has  associated  with  the  Hat- 
tiesburg Clinic  for  the  practice  of  family  medicine 
at  the  Family  Practice  Clinic,  1150  Berry  Street  in 
Prentiss. 
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William  C.  Nicholas  of  UMC  made  a presentation 
at  a staff  meeting  at  Columbus  Hospital. 

Stefan  Pribil  of  Pascagoula  made  a presentation 
at  a recent  meeting  of  the  Ocean  Springs  Rotary 
Club. 

R.  B.  Robison  announces  the  association  of  James 
R.  Hubbard,  Jr.,  with  the  Saltillo  Clinic. 

Robert  L.  Russell,  Jr.,  and  Judy  M.  Russell 
have  associated  with  the  Hattiesburg  Clinic  for  the 
practice  of  family  medicine  at  Wiggins  Clinic. 

Michael  R.  Seals  announces  the  opening  of  his 
office  for  the  practice  of  neurology  at  1020  Adams 
Street  in  Laurel. 

Cliff  Seyler  of  Pascagoula  has  been  named  chair- 
man of  a task  force  to  study  health  education. 

Michael  B . Shrock  announces  the  opening  of  his 
office  for  family  practice,  in  association  with  Randy 
Nance,  at  Primary  Care  Medical  Clinic  in  Phila- 
delphia. 

C.  D.  Taylor  announces  the  association  of  Ste- 
phen P.  Johns  for  the  practice  of  family  medicine 
at  113  Davis  Avenue  in  Pass  Christian. 

Tim  F.  Thompson  has  associated  with  Creekmore 
Clinic  in  New  Albany  for  the  practice  of  family 
medicine. 

Laurel  Heart  Clinic  announces  the  retirement  of 
William  E.  Weems,  and  the  assumption  of  his  prac- 
tice by  Cecil  T.  Williams,  Jr. 

W.  Lamar  Weems  of  Jackson  is  a participant  in 
the  Fall  1989  Leadership  Seminar  in  the  Humanities 
at  Millsaps  College. 

Mike  Weaver  has  associated  with  Family  Medicine 
Associates  of  Petal  for  the  practice  of  family  med- 
icine. 

Otha  E.  Williams,  Jr.,  and  Jonathan  Harris  of 
Clarksdale  announce  the  opening  of  Marks  Spe- 
cialty Clinic  and  the  association  of  Johnnie  E.  Cum- 
mings for  the  practice  of  general  surgery  and  in- 
ternal medicine. 

Steven  E.  Zachow  of  Jackson  announces  the  as- 
sociation of  David  A.  Wahl  for  the  practice  of 
radiation  therapy  and  oncology. 
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Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  tbe 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  w ill  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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DEATHS 


Cockrell,  John  V.,  Waco,  TX.  Bom  New  York, 
NY,  March  9,  1912;  M.D.,  Columbia  University 
College  of  Physicians  and  Surgeons,  New  York, 
NY,  1937;  interned  and  surgery  residency,  1937- 
42,  New  York;  pathology  residency.  University 
Medical  Center,  Jackson,  MS,  1969-71;  member  of 
Central  Medical  Society;  died  Aug.  9,  1989,  age 
77. 


Hall,  Toxey  E.,  Belzoni.  Bom  Lumberton,  MS, 
July  11,  1908;  M.D.,  Emory  University  School  of 
Medicine,  Atlanta,  GA,  1932;  interned,  one  year, 
Hillman  Hospital,  Birmingham,  AL;  member  of 
Delta  Medical  Society;  died  Aug.  30,  1989,  age  81 . 


Nowell,  Richard  M.,  Jackson.  Bom  Philadelphia, 
MS,  Aug.  4,  1941;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1973;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  1973-76;  fellowship  in  gastroenterology. 
University  of  Alabama  Medical  Center,  Birming- 
ham, 1976-78;  member  of  Central  Medical  Society; 
died  Aug.  12,  1989,  age  48. 


O’Kelly,  William  B.,  Weir.  Bom  State  College, 
MS,  Sept.  1,  1926;  M.D.,  University  of  Texas 
Southwestern  School  of  Medicine,  Dallas,  1951; 
interned  one  year,  John  Gaston  Hospital,  Memphis, 
TN;  member  of  North  Central  Medical  Society,  died 
July  29,  1989,  age  62. 


Most 
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Pennington,  Edward,  Ackerman.  Bom  Dec.  17, 
1912,  Decatur,  MS;  M.D.,  University  of  Tennessee 
School  of  Medicine,  Memphis,  1947;  interned  one 
year.  Baptist  Memorial  Hospital,  Memphis,  1947- 
48;  member  of  North  Central  Medical  Society;  died 
July  7,  1989,  age  80. 
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Whitheld,  E.  L.,  Florence;  Bom  Florence,  MS, 
May  14,  1921;  M.D.,  University  of  Tennessee 
School  of  Medicine,  Memphis,  1945;  interned  one 
year.  Naval  Hospital,  Portsmouth,  VA;  member  of 
Central  Medical  Society,  died  Aug.  9,  1989,  age 
68. 
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■■w»|Mcroburst 

(potassium  chlonde)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1.  For  tlierapeutic  use  In  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  ih  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2.  For  the  prevention  of  pofassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions;  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementalion  with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  In  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g . spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  steootic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation, 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
tofal  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests;  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  One  of  fhe  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

DVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms lor  pofassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  Is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval),  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  for  hyperkalemia  Include  the  following: 

1 Elimination  ol  foods  and  medications  containing  potassium  and  of  polassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  ol  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 


I002004 


Pharmaceuticals,  Inc. 
Kenilworth,  NJ  07033  (USA) 
World  leader  in  drug  delivery  systems. 


13944326 
Rev  4/87 


Banahan,  B.  F.,  Jackson.  Bom  Shreveport,  LA, 
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ship and  one  year  family  medicine  residency.  Uni- 
versity Medical  Center,  Jackson,  MS;  elected  by 
Central  Medical  Society. 
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Medico-Legal  Brief 

Physician  Not  Liable 
For  Patient's  Suicide 

An  emergency  room  physician  had  no  duty  to 
give  continuous  attention  to  prevent  a patient’s  su- 
icide, the  Alabama  Supreme  Court  mled. 

A police  officer  and  a rescue  squad  found  the 
patient  in  a motel,  lying  in  bed  and  complaining  of 
chest  pains.  The  physician  learned  from  the  pa- 
tient’s son  that  he  had  been  drinking  alcohol  and 
could  have  taken  Valium.  The  physician  made  a 
diagnosis  of  probable  alcohol  abuse,  possible  dmg 
abuse,  and  chest  pains. 

The  patient  was  energetic  and  unruly,  and  the 
physician  inferred  that  he  had  not  consumed  dan- 
gerous quantities  of  the  sedative.  However,  he  took 
precautionary  measures  and  prescribed  treatment  to 
prevent  a drug  overdose.  The  results  of  a blood 
pressure  test  and  an  electrocardiogram  were  normal, 
as  was  an  eye  examination.  The  physician  gave  the 
patient  an  injection  of  nitroglycerine  to  alleviate  the 
chest  pains  and  ordered  a sedative  and  restraints  if 
necessary. 

The  patient  continued  to  be  disorderly,  and  the 
physician  had  a nurse  call  the  police.  The  same 
officer  came  and  took  the  patient  to  jail  when  he 
refused  to  cooperate.  The  physician  became  aware 
of  the  patient’s  dismissal  from  the  hospital  when  he 
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read  and  signed  the  emergency  room  record.  He 
later  stated  the  patient  was  of  sufficient  mind  to 
decide  for  himself  whether  to  go  to  jail  or  receive 
further  treatment. 

The  patient  was  left  unattended  in  a jail  cell. 
When  his  wife  and  daughter  went  to  the  jail  to  check 
on  him,  he  was  found  unconscious  and  slumped 
over  with  one  end  of  a T-shirt  tied  around  his  neck 
and  the  other  end  to  a bar  of  the  cell  door.  A pa- 
thologist attributed  his  death  to  asphyxiation  and 
later  testified  that  he  had  committed  suicide. 

The  patient’s  widow  brought  an  action  for  mal- 
practice against  the  physician  and  others,  based  on 
the  theory  that  the  physician  should  have  foreseen 
the  suicide  and  should  have  taken  measures  to  pre- 
vent it  from  happening.  The  widow’s  medical  expert 
testified  that  the  physician  violated  the  standard  of 
care  by  allowing  the  patient  to  leave  the  hospital 
with  a dangerous  mixture  of  Valium  and  alcohol  in 
his  system  and  not  making  provisions  to  bring  him 
back. 

The  trial  court  ruled  that  the  physician  had  no 
duty  to  render  continuous  action  to  prevent  the 
“likely”  occurrence  of  the  suicide.  The  court  granted 
a directed  verdict  for  the  physician. 

On  appeal,  the  court  said  that  the  widow  failed 
to  introduce  evidence  that  the  physician  could  have 
reasonably  foreseen  her  husband’s  suicide.  Her  ex- 
pert did  not  testify  that  competent  physicians  would 
have  thought  that  suicide  was  a reasonably  foresee- 
able contingency  to  be  guarded  against  and  that  the 
physician  breached  the  standard  of  care  by  failing 
to  guard  against  it.  The  record  did  not  indicate  that 
the  patient  had  a history  of  suicidal  proclivities. 
Therefore,  the  court  found  that  the  trial  court’s  ver- 
dict was  proper  and  affirmed  — Keebler  v.  Winfield 
Carraway  Hospital,  531  So. 2d  841  (Ala. Sup. Ct., 
Sept.  2,  1988) 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarly  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

A^on:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  relaled  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  afriirodisiac. 

ContraindMons:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ’ 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vt  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Laura  didn’t  remember  the  crash,  but  she  did  feel  the  pain, 
excruciating... unrelenting.  Initially, you  ordered  DEMEROL®  l.V.  Later, 
you  specified  DEMEROL®  Tablets  for  her  recuperation  in  the  hospital  and 
her  first  days  at  home.  DEMEROL  for  trauma . . . and  other  conditions  that 
cause  moderate  to  severe  pain. 

Your  skills  help  save  your  patients'  lives.  DEMEROL  can  help  relieve 
their  pain.* 

DEMEROL.  The  only  brand  name  of  meperidine  HCl  you  can  specify 
that's  available  in  a wide  range  of  dosage  forms. 


When  mofphine 
is  too  much... 
codeine 
combinations 
not  enough 


Demerol 

brand  of  meperidine  HCl,  USP 

The  original  for  relief 


*See  next  page  for  product  information  concerning  contraindications,  warnings, 
adverse  reactions  and  prescribing  and  precautionary  recommendations. 
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when  morphine  is  too  much . . . 
codeine  combinations  not  enough 

Demerol<!^ 

HYDROCHLORIDE 

Brand  of 
MEPERIDINE 
HYDROCHIjORIDE,  USP 

DESCRIPTION 

Meperidine  hydrochloride  Is  ethyl  1-methyl-4-phenylisonlpeco- 
tate  hydrochloride,  a white  crystalline  substance  with  a melting 
point  of  186°C  to  189°C.  It  is  readily  soluble  in  water  and  has  a 
neutral  reaction  and  a slightly  bitter  taste.  The  solution  is  not 
decomposed  by  a short  period  of  boiling. 

The  syrup  is  a pleasant-fasting,  nonalcoholic,  banana-flavored 
solution  containing  50  mg  of  DEMEROL  hydrochloride,  brand  of 
meperidine  hydrochloride,  per  5 mL  teaspoon  (25  drops  contain 
13  mg  of  DEMEROL  hydrochloride).  The  tablets  contain  50  mg 
or  too  mg  of  the  analgesic, 

DEMEROL  hydrochloride  iniectable  is  supplied  in  Carpuject ' 

Sterile  Cartridge-Needle  Unit  of  2.5%  (25  mg/1  mL),  5%  (50  mg/ 

1 mL),  7.5%  (75  mg/1  mL),  and  10%  (100  mg/1  mL).  Uni-Amp'  Unit 
Dose  Pak  — ampuls  of  5%  solution  (25  mg/0,5  mL),  (50  mg/1  mL), 
(75  mg.-l  5 mL).  (100  mg/2  mL),  and  10%  solution  (100  mg/1  mL). 
Uni-Nesf"  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/ 

1 mL).  (75  mg/1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/ 

1 mL)  Multiple-dose  vials  of  5%  and  10%  solutions  contain  metacresol 
0.1%  as  preservative. 

The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5  and  6 with 
sodium  hydroxide  or  hydrochloric  acid. 

DEMEROL  hydrochloride,  brand  of  meperidine  hydrochloride, 

5 percent  solution  has  a specific  gravity  of  1.0086  at  20°C  and  10 
percent  solution,  a specific  gravity  of  1.0165  at  20°C, 

Inactive  Ingredients— Calcium  Sulfate,  Dibasic  Calcium 
Phosphate,  Starch,  Stearic  Acid,  Talc,  SYRUP,  Benzoic  Acid,  Flavor, 
Liquid  Glucose,  Purified  Water.  Saccharin  Sodium, 

CLINICAL  PHARMACOLOGY 

Meperidine  hydrochloride  is  a narcotic  analgesic  with  multiple 
actions  gualitatively  similar  to  those  of  morphine:  the  most  promi- 
nent of  these  involve  the  central  nervous  system  and  organs 
composed  of  smooth  muscle.  The  principal  actions  of  therapeutic 
value  are  analgesia  and  sedation 

There  is  some  evidence  which  suggests  that  meperidine  may 
produce  less  smooth  muscle  spasm,  constipation,  and  depression 
of  the  cough  reflex  than  eguianalgesic  doses  of  morphine.  Meperidine, 
in  60  mg  to  80  mg  parenteral  doses,  is  approximately  equivalent  In 
analgesic  effect  to  10  mg  of  morphine.  The  onset  of  action  is  slightly 
more  rapid  than  with  morphine,  and  the  duration  of  action  is  slightly 
shorter.  Meperidine  is  significantly  less  effective  by  the  oral  than  by 
the  parenteral  route,  but  the  exact  ratio  of  oral  to  parenteral  effective- 
ness IS  unknown. 

INDICATIONS  AND  USAGE 

For  the  relief  of  moderate  to  severe  pain  (parenteral  and  oral  forms) 
For  preoperative  medication  (parenteral  form  only) 

For  support  of  anesthesia  (parenteral  form  only) 

For  obstetrical  analgesia  (parenteral  form  only) 

CONTRAINDICATIONS 

Hypersensitivity  to  meperidine 

Meperidine  is  contraindicatd  in  patients  who  are  receiving 
monoamine  oxidase  (MAO)  inhibitors  or  those  who  have  recently 
received  such  agents.  Therapeutic  doses  of  meperidine  have  occa- 
sionally precipitated  unpredictable,  severe,  and  occasionally  fatal 
reactions  in  patients  who  have  received  such  agents  within  14  days. 
The  mechanism  of  these  reactions  is  unclear,  but  may  be  related  to 
a preexisting  hyperphenylalaninemia.  Some  have  been  characterized 
by  coma,  severe  respiratory  depression,  cyanosis,  and  hypotension, 
and  have  resembled  the  syndrome  of  acute  narcotic  overdose.  In 
other  reactions  the  predominant  manifestations  have  been  hyper- 
excitability,  convulsions,  tachycardia,  hyperpyrexia,  and  hypertension. 
Although  It  IS  not  known  that  other  narcotics  are  free  of  the  risk  of 
such  reactions,  virtually  all  of  the  reported  reactions  have  occurred 
with  meperidine.  If  a narcotic  Is  needed  in  such  patients,  a sensitivity 
test  should  be  performed  in  which  repeated,  small,  incremental 
doses  of  morphine  are  administered  over  the  course  of  several  hours 
while  the  patient's  condition  and  vital  signs  are  under  careful  obser- 
vation. (Intravenous  hydrocortisone  or  prednisolone  have  been  used 
to  treat  severe  reactions,  with  the  addition  ot  intravenous  chlor- 
promazine  in  those  cases  exhibiting  hypertension  and  hyperpyrexia. 
The  usefulness  and  safety  of  narcotic  antagonists  in  the  treatment 
of  these  reactions  is  unknown.) 

Solutions  of  DEMEROL  and  barbiturates  are  chemically  incompatible 

WARNINGS 

Drug  Dependence  Meperidine  can  produce  drug  dependence  of 
the  morphine  type  and  therefore  has  the  potential  for  being  abused 
Psychic  dependence,  physical  dependence,  and  tolerance  may 
develop  upon  repeated  administration  of  meperidine,  and  it  should 
be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  ot  morphine  Like  other  narcotics,  meperidine 
13  subject  to  the  provisions  of  the  Federal  narcotic  laws. 

Interaction  with  Other  Central  Nervous  System  Depressants^ 
MFPFRIDINE  SHOULD  BE  USED  WITH  GREAT  CAUTION  AND  IN 
REDUCED  DOSAGE  IN  PATIENTS  WHO  ARE  CONCURRENTLY 
.It IviNi:  OTHER  NARCOTIC  ANALGESICS,  GENERAL  ANES- 
DCS  PHEN0THIA7INES,  OTHER  TRANQUILIZERS  (SEE  DOSAGE 
'■  i,  M JMINISTRATION).  SEDATIVE-HYPNOTICS  (INCLUDING 
.■■■.  -:i::  I iR.A'iElU,  TRICYCLIC  ANTIDEPRESSANTS  AND  OTHER 


CNS  DEPRESSANTS  (INCLUDING  ALCOHOL),  RESPIRATORY 
DEPRESSION.  HYPOTENSION,  AND  PROFOUND  SEDATION  OR 
COMA  MAY  RESULT. 

Head  Injury  and  Increased  Intracranial  Pressure  The  respiratory 
depressant  effects  of  meperidine  and  its  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions,  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with 
head  injuries.  In  such  patients,  meperidine  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Intravenous  Use.  If  necessary,  meperidine  may  be  given  intra- 
venously. but  the  injection  should  be  given  very  slowly,  preferably  in 
the  form  of  a diluted  solution.  Rapid  intravenous  injection  of  narcotic 
analgesics,  including  meperidine,  increases  the  incidence  of  adverse 
reactions;  severe  respiratory  depression,  apnea,  hypotension, 
peripheral  circulatory  collapse,  and  cardiac  arrest  have  occurred. 
Meperidine  should  not  be  administered  intravenously  unless  a nar- 
cotic antagonist  and  the  facilities  for  assisted  or  controlled  respiration 
are  immediately  available.  When  meperidine  is  given  parenterally. 
especially  intravenously,  the  patient  should  be  lying  down. 

Asthma  and  Other  Respiratory  Conditions.  Meperidine  should  be 
used  with  extreme  caution  in  patients  having  an  acute  asthmatic 
attack,  patients  with  chronic  obstructive  pulmonary  disease  or  cor 
pulmonale,  patients  having  a substantially  decreased  respiratory 
reserve,  and  patients  with  preexisting  respiratory  depression, 
hypoxia,  or  hypercapnia.  In  such  patients,  even  usual  therapeutic 
doses  of  narcotics  may  decrease  respiratory  drive  while  simulta- 
neously increasing  airway  resistance  to  the  point  of  apnea. 
Hypotensive  Effect.  The  administration  of  meperidine  may  result 
in  severe  hypotension  in  the  postoperative  patient  or  any  individual 
whose  ability  to  maintain  blood  pressure  has  been  compromised 
by  a depleted  blood  volume  or  the  administration  of  drugs  such  as 
the  phenothiazines  or  certain  anesthetics. 

Usage  In  Ambulatory  Patients.  Meperidine  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  should  be  cautioned  accordingly. 

Meperidine,  like  other  narcotics,  may  produce  orthostatic  hypo- 
tension in  ambulatory  patients. 

Usage  in  Pregnancy  and  Lactation.  Meperidine  should  not  be  used 
in  pregnant  women  prior  to  the  labor  period,  unless  in  the  judgment 
of  the  physician  the  potential  benefits  outweigh  the  possible  hazards, 
because  safe  use  in  pregnancy  prior  to  labor  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development. 
When  used  as  an  obstetrical  analgesic,  meperidine  crosses  the 
placental  barrier  and  can  produce  depression  of  respiration  and 
psychophysiologic  functions  in  the  newborn  Resuscitation  may  be 
required  (see  section  on  OVERDOSAGE). 

Meperidine  appears  in  the  milk  of  nursing  mothers  receiving  the 
drug 

PRECAUTIONS 

As  with  all  intramuscular  preparations  DEMEROL  intramuscular 
injection  should  be  injected  well  within  the  body  of  a large  muscle. 

Supraventricular  Tachycardias.  Meperidine  should  be  used  with 
caution  in  patients  with  atrial  flutter  and  other  supraventricular 
tachycardias  because  of  a possible  vagolytic  action  which  may 
produce  a significant  increase  in  the  ventricular  response  rate 
Convulsions.  Meperidine  may  aggravate  preexisting  convulsions 
in  patients  with  convulsive  disorders.  If  dosage  is  escalated  sub- 
stantially above  recommended  levels  because  of  tolerance  develop- 
ment. convulsions  may  occur  in  individuals  without  a history  of 
convulsive  disorders. 

Acute  Abdominal  Conditions.  The  administration  of  meperidine 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions. 

Special  Risk  Patients.  Meperidine  should  be  given  with  caution 
and  the  initial  dose  should  be  reduced  in  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic 
or  renal  function,  hypothyroidism.  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture, 

ADVERSE  REACTIONS 

The  major  hazards  of  meperidine,  as  with  other  narcotic  anal- 
gesics, are  respiratory  depression  and,  to  a lesser  degree,  circulatory 
depression:  respiratory  arrest,  shock,  and  cardiac  arrest  have 
occurred 

The  most  frequently  observed  adverse  reactions  include  light- 
headedness,  dizziness,  sedation,  nausea,  vomiting,  and  sweating. 
These  effects  seem  to  be  more  prominent  in  ambulatory  patients  and 
in  those  who  are  not  experiencing  severe  pain.  In  such  individuals, 
lower  doses  are  advisable.  Some  adverse  reactions  in  ambulatory 
patients  may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include 
Nervous  System.  Euphoria,  dysphoria,  weakness,  headache, 
agitation,  tremor,  uncoordinated  muscle  movements,  severe  convul- 
sions, transient  haliucinations  and  disorientation,  visual  disturbances 
Inadvertent  injection  about  a nerve  trunk  may  result  in  sensory- 
motor  paralysis  which  is  usually,  though  not  always,  transitory. 
Gasiroinlestinaf  Dry  mouth,  constipation,  biliary  tract  spasm 
Cardiovascular  Flushing  of  the  face,  tachycardia,  bradycardia, 
palpitation,  hypotension  (see  Warnings),  syncope,  phlebitis  following 
Intravenous  injection. 

Genitourinary  Urinary  retention. 

Allergic.  Pruritus,  urticaria,  other  skin  rashes,  wheal  and  flare 
over  the  vein  with  intravenous  injection. 

Other.  Pam  at  injection  site:  local  tissue  irritation  and  induration 
following  subcutaneous  injection,  particularly  when  repeated,  anti- 
diuretic  effect 

DOSAGE  AND  ADMINISTRATION 
For  Rebel  ol  Pain 

Dosage  should  be  adjusted  according  to  the  severity  of  the  pain 
and  the  response  of  the  patient  While  subcutaneous  administration 
IS  suitable  for  occasional  use,  intramuscular  administration  is  pre- 
ferred when  repeated  doses  are  required.  If  intravenous  administra- 
tion is  required,  dosage  should  be  decreased  and  the  injection  made 


very  slowly,  preferably  utilizing  a diluted  solution.  Meperidine  is  | 
effective  orally  than  on  parenteral  administration.  The  dose  of 
DEMEROL  should  be  proportionately  reduced  (usually  by  25  to 
percent)  when  administered  concomitantly  with  phenothiazines 
many  other  tranquilizers  since  they  potentiate  the  action  of  DEMf 
Adults.  The  usual  dosage  is  50  mg  to  150  mg  intramuscularl^ 
subcutaneously,  or  orally,  every  3 or  4 hours  as  necessary. 

Children.  The  usual  dosage  is  0.5  mg/lb  to  0.8  mg/lb  intramusc, 
subcutaneously,  or  orally  up  to  the  adult  dose,  every  3 or  4 hour! 
necessary. 

Each  dose  of  the  syrup  should  be  taken  in  one-half  glass  of  wc 
since  if  taken  undiluted,  it  may  exert  a slight  topical  anesthetic 
effect  on  mucous  membranes 
For  Preoperative  Medication 
Adults.  The  usual  dosage  is  50  mg  to  100  mg  intramuscularly 
subcutaneously,  30  to  90  minutes  before  the  beginning  of  anesthe^ 
Children.  The  usual  dosage  is  0.5  mg/lb  to  1 mg  'lb  intramuscull 
or  subcutaneously  up  to  the  adult  dose,  30  to  90  minutes  before f 
beginning  of  anesthesia. 

For  Support  of  Anesthesia 

Repeated  slow  intravenous  injections  of  fractional  doses  (eg, 
mg/mL)  or  continuous  intravenous  infusion  of  a more  dilute  solul 
(eg,  1 mg/mL)  should  be  used.  The  dose  should  be  titrated  to  the 
needs  of  the  patient  and  will  depend  on  the  premedication  and  tyj 
of  anesthesia  being  employed,  the  characteristics  of  the  particulc 
patient,  and  the  nature  and  duration  of  the  operative  procedure. 

For  Obstetrical  Analgesia 
The  usual  dosage  Is  50  mg  to  100  mg  intramuscularly  or  subci 
neously  when  pain  becomes  regular,  and  may  be  repeated  at  1-  tj 
3-hour  intervals. 

OVEROOSAGE 

Symptoms.  Serious  overdosage  with  meperidine  is  characteriz] 
by  respiratory  depression  (a  decrease  in  respiratory  rate  and  'or 
tidal  volume,  Cheyne-Stokes  respiration,  cyanosis),  extreme  soml 
nolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccidityl 
cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotensil 
In  severe  overdosage,  particularly  by  the  intravenous  route,  apnel 
circulatory  collapse,  cardiac  arrest,  and  death  may  occur.  F 
Treatment.  Primary  attention  should  be  given  to  the  reestablish 
ment  of  adequate  respiratory  exchange  through  provision  of  a patl 
airway  and  institution  of  assisted  or  controlled  ventilation.  The  narq 
antagonist,  naloxone  hydrochloride,  is  a specific  antidote  against  I 
respiratory  depression  which  may  result  trom  overdosage  or  unus| 
sensitivity  to  narcotics,  including  meperidine  Therefore,  an  approp 
dose  of  this  antagonist  should  be  administered,  preferably  by  the  ml 
venous  route,  simultaneously  with  efforts  at  respiratory  resuscitatil 
An  antagonist  should  not  be  administered  in  the  absence  of  cliniq 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors,  and  other  supportive| 
measures  should  be  employed  as  indicated 
In  cases  of  overdosage  with  DEMEROL  tablets,  the  stomach 
should  be  evacuated  by  emesis  or  gastric  lavage, 

NOTE:  In  an  individual  physically  dependent  on  narcotics,  the 
administration  of  the  usual  dose  of  a narcotic  antagonist  will  precij 
pitate  an  acute  withdrawal  syndrome.  The  severity  of  this  syndron 
will  depend  on  the  degree  of  physical  dependence  and  the  dose  ot| 
antagonist  administered.  The  use  of  narcotic  antagonists  in  such 
individuals  should  be  avoided  if  possible.  If  a narcotic  antagonist 
must  be  used  to  treat  serious  respiratory  depression  in  the  physical 
dependent  patient,  the  antagonist  should  be  administered  with 
extreme  care  and  only  one-fifth  to  one-tenth  the  usual  initial  dose  | 
administered. 

HOW  SUPPLIED 
For  Parenteral  Use 

Detecto-Sear  — Carpuject'  Sterile  Cartridge-Needle  Unit- 
2.5  percent  (25  mg  per  1 mL)  NDC  0024-0324-02,  5 percent[50 
mg  per  1 mL)  NDC  0024-0325-02,  7 5 percent {75  mg  per  1 mL) 
NDC  0024-0326-02;  and  10percent{m  mg  per  1 mL)  NDC  0024| 
0328-02  all  in  boxes  ot  10. 

Each  cartridge  is  only  partially  filled  based  upon  product  volumd 
to  permit  mixture  with  other  sterile  materials  in  accordance  with  tl\ 
best  judgment  ol  the  physician. 

Uni-Amp'  —5  percent  solution:  ampuls  of  0 5 mL  (25  mg)  NDC| 
0024-0361-04, 1 mL  (50  mg)  NDC  0024-0362-04,  IV?  mL  (75  mg| 
NDC  0024-0363-04,  and  2 mL  (100  mg)  NDC  0024-0364-04  all  in J 
boxes  of  25:  and  10  percent  solution,  ampuls  of  1 mL(100  mg)  NDq 
0024-0365-04  in  boxes  of  25 
Uni-Nest"‘— 5 percent  solution:  ampuls  ot  0.5  mL  (25  mg)  NDC| 
0024-0371-04, 1 mL  (50  mg)  NDC  0024-0372-04, 1 Vj  mL  (75  mg| 
NDC  0024-0373-04,  and  2 mL  (100  mg)  NDC  0024-0374-04  all  in  J 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC 
0024-0375-04  in  boxes  of  25 

Vials  — 5 percent  multiple-dose  vials  ot  30  mL  NDC  0024-0329-d 
and  10 percerU multiple-dose  vials  of  20  mL  NDC  0024-0331-01  alf 
m boxes  of  1. 

Note  The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5 
and  6 with  sodium  hydroxide  or  hydrochloric  acid  Multiple-dose 
vials  contain  metacresol  0 1 percent  as  preservative  No  preserva- 
tives are  added  to  the  ampuls  or  CARPUJECT  Sterile  Cartridge- 
Needle  Unit 
For  Oral  Use 

Tablets  ot  50  mg,  bottles  of  100  (NDC  0024-0335-04)  and  500 
(NDC  0024-0335-06):  Hospital  Blister  Pak  ot  25  (NDC  0024-0335-01 
100  mg,  bottles  of  100  (NDC  0024-0337-04)  and  500  (NDC  0024- 
0337-06):  Hospital  Blister  Pak  of  25  (NDC  0024-0337-02). 

Syrup,  nonalcoholic,  banana-flavored  50  mg  per  5 mL  teaspoon 
bottles  of  16  fl  oz  (NDC  0024-0332-06). 
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PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Family  Practitioner  seeks  location  in  Missis- 
sippi. Graduate  of  UMC.  Contact  Lee  Richardson, 
M.D.,  6830  Burlwood  Drive,  Anchorage,  AK 
99507. 


PHYSICIANS  WANTED 

Full  or  part-time  physicians  needed  to  staff  out- 
patient or  emergency  room.  Very  competitive  pay; 
no  call.  Many  mid-South  locations.  Send  CV  or 
query  to  Health  Specialists,  203  N.  Montgomery 
St.,  Starkville,  MS  39759. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  sent  CV  to  Box 
H,  c/o  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact;  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed;  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  110  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


Georgia;  Family  Practice,  Internal  Medicine,  On- 
cology, Endocrinology,  Neurosurgery,  Neurology, 
General  Surgery,  Orthopedic  Surgery.  Group  prac- 
tice, solo,  or  urgent  care  settings  available  through 
the  Charter  hospital  network  located  in  Macon  and 
serving  all  of  Middle  Georgia.  Your  practice  will 
be  located  80  miles  south  of  Atlanta,  in  a growing 
family-oriented  community,  where  you  can  avoid 
traffic  and  enjoy  a rewarding  professional  career. 
Please  contact  Stephen  Wofford  at  912-741-6283 
for  a confidential  consultation  or  write;  Charter 
Northside  Hospital,  P.O.  Box  4627,  Macon,  GA 
31208. 
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PLACEMENT  SERVICE/Continued 

Internal  Medicine:  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  + . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practitioner,  orthopaedic  surgeon,  urol- 
ogist, ENT  needed  immediately  for  solo  and/or  group 
practice  in  Stuttgart,  Arkansas,  the  Rice  and  Duck 
Hunting  capital  of  the  world.  Modem  hospital  fa- 
cilities and  equipment.  Family  oriented  community. 
Excellent  schools.  Call  Jim  Bushmaier  at  (501)  673- 
3511. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Robbie  Ven- 
able (ext.  2177). 


Disability  Determination  Services 
1-800-962-2230 


FPs  & IMs  Desparately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 


$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 


Family/General  Practice  physician  needed  for 
ambulatory  care  clinic  in  NE  Jackson.  Call  Dr.  David 
Richardson,  957-2273. 


CLASSIFIED 


*****  2V  Stat  St  at  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  S500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  +/—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1-800-22V-STAT. 

Midmark  Table  — all  electric,  easy  to  reach  paper 
roll,  electrical  outlets  on  the  side,  adjustable  padded 
knee  rest,  hidden  stirrups,  vinyl-coated,  easily 
cleaned.  May  be  seen  at  106  Asbury  Circle,  Meth- 
odist Medical  Park,  Hattiesburg,  MS;  call;  601/268- 
5240. 


Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  February  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 
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Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 

Retired  physician’s  office  facility  for  sale. 
Ideal  for  one  or  two  practitioners.  Patients  records 
available.  Contact  Norman  Mott,  Mott-Yazoo,  Inc. 
Realty,  526  Jackson  Ave.,  Yazoo  City,  MS  39194; 
(601)  746-2919. 


122nd  Annual  Session 
in  Jackson 

(Coliseum  Ramada  Inn) 


May  30-June  3,  1990 


Equipment  for  sale.  AMES  Seralyzer,  multi- 
chemistry with  warranty  module,  pipettors,  dilu- 
tors.  Call  957-2273. 

1990  CME  Cruise/Conferences  on  Medico- 
legal Issues  and  Selected  Medical  Topics  — 
Carribean,  Bermuda,  Alaska/Canada,  New  Eng- 
land, Scandinavia,  W.  Mediterranean,  Europe,  Asia, 
Trans  Panama  Canal.  Approved  for  20-28  CME 
Category  1 Credits  (AMA/PRA)  and  AAFP  pre- 
scribed credits.  Distinguished  lecturers.  Excellent 
group  fares  on  finest  ships.  Pre-scheduled  in  com- 
pliance with  IRS  requirements.  Information:  Inter- 
national Conferences,  1290  Weston  Road,  Suite  316, 
Ft.  Lauderdale,  FL  33326.  (800)  521-0076  or  (305) 
384-6656. 


For  information  about  the  Journal’s  place- 
ment service  or  advertising,  please  contact  the 
Editor,  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39296-5229. 


Index  to  Advertisers 


AM  A Advisers,  Inc 6 

Avanti  337 

CancerPay  4 

Central  Mississippi  Amusements  336 

Disability  Determination  354 

Harreld  Chevrolet-Oldsmobile  320 

Key  Pharmaceuticals  347,  348 

EliLilly  7 

Merck  Sharp  and  Dohme  third,  fourth  covers 

Medical  Assurance  Co.  of  Miss 8 

Mississippi  Emergency  Association  353 

MSMA  Benefit  Plan  and  Trust 345 


OffiSource  332 

Palisades  Pharmaceuticals  349 

Premier  Printing  344 

Quality  Health  Resources 326 

Ridgeview  second  cover 

Southern  Medical  Association  12 

St.  Dominic  Hospital  340 

Trustmark 343 

U.S.  Air  Force  10 

U.S.  Army  Reserve 342 

U.S.  Naval  Reserve 330 

Winthrop  Pharmaceuticals  350,351,352 

John  Wimbish  333 


THE  SECRET  IS  OUT 


am  very  impressed  with  the  SMA’s  Annual  Meetings. 
I had  not  anticipated  the  diversity  of  the  meetings  and 
the  specialties  available  as  well  as  the  postgraduate 
programs.  I’ve  participated  in  two  courses  and  have 
been  extremely  impressed  with  the  organization  and 
content  of  the  programs.” 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


Nancy  E.  Pace,  M.D. 

Internal  Medicine 
Honolulu,  Hawaii 

They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  MedicalJournal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today . . . You’ll  be  talking  about  us  too! 

Post  Office  Box  1 90088  ^ -800-423-4992 

Birmingham,  Alabama  3521 9 945-1840 

^ ^j^SSOClATIOK  ' 


VASOTEC 


ENALAPRIL  MALEATEi  MSD) 

VASOTEC  IS  available  in  2 5-mg.  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  USD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angio&tema  Angioedema  ot  the  lace,  extremities,  lips,  tongue^lottis.  and/or  larynx  has  been  reported  in 
patients  treated  with  ACEinhibilors.  includingVASOTEC  Insuch  cases.  VASOTEC  should  be  prompllydiscontinuedand  the 
patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  faceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  larynqeal  edema  may  be  fatal  Where  there  Is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  onstructlon,  appropriate  therapy,  e.g. , subcutaneous  epineMrine  solution 
1:l600  (0.3  mL  to  O.S  ml),  should  be  promptly  administered.  (See  AOVEFtSE  REACTIONS  | 

Hypotension:  Excessive  tootension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
ate  followed,  caution  should  be  observed  when  initialing  therapy.  (See  DOSAGE  ANE)  ADMINISTRATION.)  Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  cnaracterislics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  betore  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Inleradions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  Is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difticulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduclion  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neulropenia/Agidnulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  if  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  Inals  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  Genera/.  Impaired  Renal  Function:  As  a consequence  of  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  d^end  on  the  activify  of  the  renin-anoiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  tirst 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  rrauc- 
tion  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
lunetlon.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  of  patients,  but  was  not  a cause  for  discontinuation. 

Risk  factors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Inleradions.) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
enaTaptil  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienls. 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  tollowing  the  tirst  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypolension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ot  therapy  It 
ac(ual  syncope  oaurs.  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  of  neutropenia 

NOTE;  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sate  and  effective  use  ot  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects 


Drug  Inleradions: 

Hypolension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 

blOOdpr  

imized  b 

prior  to  initiation  ot  treatment  with  enalapril.  it  it  is  necessary  to  continue  the  diuretic,  pi 
close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lot  at  least  an 


recently  instituted  may  occasionally  experience  an  excessive  reduclion  of ,. ,,, .. 

enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 


pressure  alter  initiation  ot  therapy  with 
or 


additional  hour,  (See  VI/ARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 


Other  Cardiovascular  Apenis:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-plocking  agents,  hydralazine,  prazosin,  and  riigoxin  without  evidence  of  clinically  significant 
adverse  interactions. 


Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  it  concomitant  use  ot  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ot  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


Lithium:  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy-  Category  C:  There  was  no  tetotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose).  Felotoxicity,  expressed  as  a decrease  in  average  tetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kyday  or 
more.  Saline  supplementation  prevented  the  maternal  and  tetaf  toxicity  seen  at  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  tollowing  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  of  tetal  toxicity  with  the  use  of  ACE  inhibitors  has  not  been  clearly 
defined.  VASOTEC*  (Enalapril  Maleate  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus 


Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  tollowing  with  regard  to  pregnancy  outcome 
Inadver teni  exposure  limited  to  the  first  trimester  of  pregnant  te  not  been  reported  to  affect  tetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  teial  and  neonatal  morbidify 
and  mortality 


When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and  decreased 
renal  perfusion  in  the  newborn  Ofigohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perTusion  with  (he  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  premalunly  such 
as  palent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  «C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secrete  in  human  milk  Because  many  drugs  are  seaeted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were,  diarrhea  (1.4%),  nausea  (1 4%),  rasfi  (1 4%).  cough  (1 3%),  orthostatic  elfecis  (12%),  and  asthenia  (1 1%) 
HEART  FAILURE.  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%).  hypolension  (6  7%).  orthostatic  effects  (2.2%).  syncope  (2  2%).  cough  (2.2%).  chest  pain  (2 1%),  and 
diarrhea  (21%), 


Other  adverse  experiences  oaurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were:  fatigue  (T8%).  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (t  6%1,  orthostatic  hypo- 
tension (1,6%),  vertigo  (1.6%),  angina  pectoris  (1,5%),  nausea  (1 3%),  vomiting  jl  3%).  bronchihs  (1 3%),  dyspnea 
(1.3%),  urinary  tract  inlection  (1,3%).  rash  (1,3%),  and  myocardial  inlarclion  (1,2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  seventy  within  each 
category 


Cardiovascular.  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypolension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhylhm  disturbances,  atrial  librillation.  palpitation. 

Digestive  Ileus,  pancrealilis.  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dystunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared alter  discontinuation  ot  therapy, 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (02%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ot  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  {See  WARNINGS ) 
Hypolension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0.1%  ot  hypertensive  patients  In  heart  failure  pafienls.  hypotension  occurred  in  6 7%  and  syncope  oaurred  in  2 2% 
of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  of  patients  with  heart  failure 
(See  WARNINGS.) 


Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  inpatients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  ot  patienK  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1.2%  of  patients 


Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1.0  vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patientj  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0 1%  of  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Fundion  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ot  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
linued  lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  conlrolled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administers  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  aniihypertensive  effect  may  dimmish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diurefic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  ot  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL),  the  first  dose  is  2,5  mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  conlrolled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  Ihetany  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ot  VASIjTEC.  the  patient  should  be  observed  under  medical  supervision 
for  at  feast  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Druginleradions ) It  possible,  the  dose  ot  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
of  hypotension  The  appearance  ot  hypolension  after  the  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  rfrug,  following  eltective  managemeni  ot  the  hypotension  The  usual  Iherapeutic  dosing  range  tor 
the  treatment  of  heart  lailure  is5  to  2()  mg  daily  given  in  twodivided  doses  The  maximum  daily  dose  is40  mg  Once-daily 
dosing  has  been  eltective  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  Iwice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearf  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  Iwo  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY Pharmacodynamics  and  Clinical  Elleds.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS ) 

Dosage  Adjuslment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initialed  al  2.5  rng 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  HearlFailure.  WARNINGS,  and  PRP 
Cautions,  Drug  imeradions ) The  dose  may  be  increased  to  2.5  mg  b i d, . then  5 mg  b i d and  higher 
as  needed,  usually  al  intervals  ot  lour  days  or  more,  if  at  the  time  ot  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  signilicant  deterioration  ot  renal  function  The  maximum  daily  dose  is  40  mg  K/|gpQ|^ 

For  more  detailed  inlormalion.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion  Merck  SHARRi 
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There  is  strength  in  numbers. 

(And  our  numbers  are  gmmg) 


Seated,  Left  to  Right:  Cheryl  Maxwell  (Claims  Secretary'),  Lisa  Noble  (Underwriting  Secretary),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Generd  Manager),  and  C.G.  “Tanny”  Sutherland,  M.D.  (Medical  EMrector) 

Standing,  Left  to  Right:  C.R.  “Bob”  Montgomery  (General  Counsel),  Lisa  Stewart  (Underw'riting  Secretary),  Sharon 
Thonpson  (Claims  Secretary'),  Craig  Brown  (Underw'riting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  ( Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serve 
more  physicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staff  has  grown  from 
two  in  1978  to  five  in  1983  to  twelve  in 
1988,  and  we  have  plans  for  additional  staff 
ev^en  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serv  e more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  inv  est- 
ments  and  underwriting  guidelines.  Everv' 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riverside  Drive.  Let  us  show  vou  our 
strength  in  numbers. 


Medical  Assurance  Company 
of  Mississippi 

Street  Address:  Suite  301 
735  Riverside  Drive,  Jackson,  MS 
(601)  353-2000 

Mailing  Address:  RO.  Box  4915,  Jackson,  MS  39216-0915 
MS  l-800-325-4n2 
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You’re 

a Professional 


You  need  Professional 
Health  Insurance 
Coverage. 


MSMA 


Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


$1,000,000  lifetime  benefits. 

Life  Coverage  up  to  $50,000. 

Broad  benefits  with  fair  and 
equitable  rates. 

Management  by  and  for 
physicians. 

Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


November  1989 


Dear  Doctor: 

The  National  Practitioner  Data  Bank,  authorized  by  the  Health  Care  Quality 
Improvement  Act  of  1986,  is  expected  to  begin  operations  within  six  months. 
Under  the  program,  state  medical  and  dental  boards,  along  with  hospitals  and 
other  health  care  organizations,  will  be  required  to  report  within  30  days 
any  actions  against  health  care  professionals  which  affect  licensing  or 
clinical  privileges.  The  system  also  will  compile  information  on  malpractice 
payments  made  on  behalf  of  physicians,  dentists  and  other  health  care 
workers . 

HHS  revised  the  rules  to  require  reporting  only  of  adverse 
actions  reached  through  a formal  peer  review  process,  and 
only  when  based  on  professional  competence  or  conduct. 

Hospitals  and  other  health  care  entities  will  be  required  to 
consult  the  data  bank  before  granting  clinical  privileges  and 
making  staff  appointments.  Also,  state  licensing  boards  will 
be  permitted  to  query  the  bank  for  information  about  health 
care  providers.  Procedures  have  been  set  up  whereby  health  care 
professionals  may  dispute  information  about  themselves  which  may 
be  recorded  in  the  data  bank. 

According  to  a survey  by  the  Public  Citizen  Health  Research  Group,  dis- 
ciplinary actions  against  physicians  by  state  medical  boards  in  1987 
Increased  17%  over  the  previous  year.  Mississippi,  with  6.15  actions  per 
1,000  physicians,  ranked  fourth  highest  in  disciplinary  actions.  Most 
actions  against  physicians  were  taken  in  West  Virginia  (8.58  per  1,000 
physicians).  Fewest  actions  took  place  in  Kansas  (0.45),  Connecticut 
(0.71),  Montana  (0.76),  Arkansas  (0.82),  and  Tennessee  (0.86). 

The  president  of  the  AMA,  Dr.  Alan  Nelson,  will  address  the  MSMA  House  of 
Delegates  session  on  Thursday,  May  31,  and  will  attend  the  President’s 
Reception  that  evening.  Mark  your  calendar  now,  and  plan  to  participate 
in  the  122nd  Annual  Session,  May  30-June  3,  1990,  at  the  Coliseum  Ramada 
Inn  in  Jackson. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Inc, 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  with  changing  IRS  laws 

Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Inc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 

1-800-523-0864 


STyES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I imderstand  I am  imder  no  obligation  whatsoever. 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


Name 


Address 


City State Zip. 

Phone:  ( ) Birth  Date  _ 

Year  In  Which  You  Plan  to  Retire 


Mail  this  coupon  to: 

AMA  Advisers.  Inc. 

200  N.  LaSaUe  Street 
Suite  535 

Chicago.  IL  60664-1910 


AMA  ADVISERS.  INC. 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by 
the  American  Medical  Association 

Established  in  1966 


MSMA  Delegates  To  Meet  Jackson,  MS  - MSMA  will  conduct  a membership 
In  Special  Session  leadership  conference  and  special  session  of 

the  House  of  Delegates  on  January  18.  1990  at 
the  Ramada  Renaissance  Hotel  in  Jackson.  The  agenda  will  include  discussions 
of  current  health  issues  before  Congress  and  the  Mississippi  Legislature,  and 
physician  reimbursement  under  the  resource-based  relative  value  schedule.  A 
reception  for  the  Legislature  will  conclude  the  day. 


Nominations  Sought  For  Jackson,  MS  - MSMA  is  soliciting  nominations 

Community  Service  Award  from  component  societies  for  the  1990  MSMA 

Community  Service  Award,  presented  annually 
to  an  MSMA  member  who  has  provided  outstanding  community  and  civic  leadership. 
The  award  consists  of  a plaque  and  a $500  contribution  to  a civic  organization 
designated  by  the  recipient.  To  recognize  one  of  your  colleagues  for  except- 
ional service,  submit  his/her  name  to  your  component  society  secretary. 


Request  Scientific  Jackson,  MS  - MSMA  members  who  wish  to  parti- 

Exhibit  Space  Now  cipate  in  the  Scientific  Exhibit  during  the 

122nd  Annual  Session,  May  30-June  3,  1990, 
should  apply  now  for  exhibit  space.  Exhibitors  should  send  to  the  MSMA 
office  a letter  requesting  exhibit  space.  Please  provide  the  title  of  the 
exhibit,  names  of  all  exhibitors,  and  the  estimated  number  of  linear  feet 
the  display  will  require. 


Medicaid  To  Survey  Jackson,  MS  - The  Medicaid  Commission  will 

Mississippi  Physicians  soon  conduct  two  surveys  of  physicians  in  the 

state.  With  advice  and  input  from  MSMA,  the 
surveys  seek  to:  (1)  determine  how  the  Medicaid  program  can  be  improved  and 
physician  participation  increased,  and  (2)  collect  information  on  usual  and 
customary  fees  charged  by  Mississippi  physicians  as  compared  to  fees  paid  by 
Medicaid.  Results  may  lead  to  recommended  improvements  in  Medicaid. 


MSMA/MS  Bar  Association  Jackson,  MS  - MSMA  will  reactivate  its  liaison 

Liaison  Committee  committee  with  the  MS  Bar  Association  to 

reconsider  and  update  the  "Interprofessional 
Code"  adopted  by  the  two  organizations  several  years  ago.  The  committee  also 
will  be  charged  with  considering  timely  and  mutual  concerns  of  the  two 
professions.  Representing  MSMA  on  the  committee  are  Drs.  George  Purvis,  Tim 
Alford,  David  Steckler,  David  Owen,  Roy  Duncan  and  Jack  Evans. 
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througjh  management 


when  motphine 
is  too  much... 
codeine  combinations 
not  enough 


Throughout  Joe's  battle  with  cancer,  you’ve  been  there,  providing 
both  medical  care  and  human  concern.  From  diagnosis  through  each 
phase  of  treatment,  for  your  patients  with  cancer,  alleviation  of  pain  is  an 
important  consideration  in  managing  their  condition.  During  the  course 
of  therapy,  DEMEROL®  can  provide  effective  relief  of  oncologic  pain  when 
your  patients  require  analgesia  more  potent  than  codeine  combinations 
yet  less  potent  than  morphine.  DEMEROL  for  cancer. . . and  other  conditions 
that  cause  moderate  to  severe  pain. 

Your  skills  help  save  your  patients’  lives.  DEMEROL  can  help  relieve 
their  pain.* 

DEMEROL  The  only  brand  name  of 
meperidine  HCl  you  can  specify  that’s  available 
in  a wide  range  of  dosage  forms. 


TABLETS 

INJECTABLE 

SYRUP 


brand  of  meperidine  HQ  USP 

The  original  For  relief 


*See  next  page  for  product  information  concerning  contraindications,  warnings, 
adverse  reactions  and  prescribing  and  precautionary  recommendations 


l/t//nfhraa 
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when  morphine  is  too  much . . . 
codeine  combinations  not  enough 

Demerol<! 

HYDROCHLORIDE 

Brand  of 
MEPERIDINE 
HYDROCHLORIDE,  USP 

DESCRIPTION 

Meperidine  hydrochloride  is  ethyl  1-methyl-4-phenylisonipeco- 
tate  hydrochloride,  a white  crystalline  substance  with  a melting 
point  of  186°C  to  189“C.  It  is  readily  soluble  in  water  and  has  a 
neutral  reaction  and  a slightly  bitter  taste.  The  solution  is  not 
decomposed  by  a short  period  of  boiling 

The  syrup  is  a pleasant-tasting,  nonalcoholic,  banana-flavored 
solution  containing  50  mg  of  DEMEROL  hydrochloride,  brand  of 
meperidine  hydrochloride,  per  5 mL  teaspoon  (25  drops  contain 
13  mg  of  DEMEROL  hydrochloride).  The  tablets  contain  50  mg 
or  100  mg  of  the  analgesic. 

DEMEROL  hydrochloride  Injectable  Is  supplied  in  Carpuiecf 
Sterile  Cartridge-Needle  Unit  of  2.5%  (25  mg/1  mL),  5%  (50  mg/ 

1 mL),  7.5%  (75  mg/1  mL),  and  10%  (100  mg/1  mL),  Uni-Amp"  Unit 
Dose  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/1  mL), 
(75  mg  ' 1.5  mL).  (100  mg/2  mL),  and  10%  solution  (100  mg/1  mL). 
Uni-Nesf  “ Pak  — ampuls  of  5%  solution  (25  mg/0,5  mL),  (50  mg/ 

1 mL),  (75  mg/ 1,5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/ 

1 mL)  Multiple-dose  vials  of  5%  and  10%  soluflons  contain  metacresol 
0 1%  as  preservative. 

The  pH  of  DEMEROL  solutions  is  adiusted  between  3.5  and  6 with 
sodium  hydroxide  or  hydrochloric  acid. 

DEMEROL  hydrochloride,  brand  of  meperidine  hydrochloride, 

5 percenf  solution  has  a specific  gravity  of  1.0086  af  20°C  and  10 
percent  solution,  a specific  gravity  of  1.0165  at  20°C. 

Inactive  Ingredients— lABlUS:  Calcium  Sulfate,  Dibasic  Calcium 
Phosphate,  Starch,  Stearic  Acid,  Talc.  SYRUP:  Benzole  Acid,  Flavor, 
Liquid  Glucose,  Purified  Water,  Saccharin  Sodium. 

CLINICAL  PHARMACOLOGY 

Meperidine  hydrochloride  is  a narcotic  analgesic  with  multiple 
actions  qualitatively  similar  to  those  of  morphine;  the  most  promi- 
nent of  these  involve  the  central  nervous  system  and  organs 
composed  of  smooth  muscle.  The  principal  actions  of  therapeutic 
value  are  analgesia  and  sedation. 

There  is  some  evidence  which  suggests  that  meperidine  may 
produce  less  smooth  muscle  spasm,  constipation,  and  depression 
of  the  cough  reflex  than  equianalgesic  doses  of  morphine.  Meperidine, 
in  60  mg  to  80  mg  parenteral  doses,  Is  approximately  equivalent  in 
analgesic  effect  to  10  mg  of  morphine.  The  onset  of  action  is  slightly 
more  rapid  than  with  morphine,  and  the  duration  of  action  is  slightly 
shorter.  Meperidine  is  significantly  less  effective  by  the  oral  than  by 
the  parenteral  route,  but  the  exact  ratio  of  oral  to  parenteral  effective- 
ness IS  unknown. 

INDICATIONS  AND  USAGE 

For  the  relief  of  moderate  to  severe  pain  (parenteral  and  oral  forms) 
For  preoperative  medication  (parenteral  form  only) 

For  support  of  anesthesia  (parenteral  form  only) 

For  obstetrical  analgesia  (parenteral  form  only) 

CONTRAINDICATIONS 

Hypersensitivity  to  meperidine. 

Meperidine  is  contraindicatd  in  patients  who  are  receiving 
monoamine  oxidase  (MAO)  inhibitors  or  those  who  have  recently 
received  such  agents.  Therapeutic  doses  of  meperidine  have  occa- 
sionally precipifated  unpredictable,  severe,  and  occasionally  fatal 
reactions  in  patients  who  have  received  such  agents  within  14  days. 
The  mechanism  of  these  reactions  is  unclear,  but  may  be  related  to 
a preexisting  hyperphenylalanlnemia.  Some  have  been  characterized 
by  coma,  severe  respiratory  depression,  cyanosis,  and  hypotension, 
and  have  resembled  the  syndrome  of  acufe  narcotic  overdose.  In 
other  reactions  the  predominant  manifestations  have  been  hyper- 
excitability,  convulsions,  tachycardia,  hyperpyrexia,  and  hypertension. 
Although  it  IS  not  known  that  other  narcotics  are  free  of  the  risk  of 
such  reactions,  virtually  all  of  fhe  reported  reactions  have  occurred 
with  meperidine.  If  a narcofic  Is  needed  in  such  patients,  a sensitivity 
test  should  be  performed  In  which  repeated,  small.  Incremental 
doses  of  morphine  are  administered  over  the  course  of  several  hours 
while  the  patient's  condition  and  vital  signs  are  under  careful  obser- 
vation. (Intravenous  hydrocortisone  or  prednisolone  have  been  used 
to  treat  severe  reactions,  with  the  addition  of  intravenous  chlor- 
promazine  in  those  cases  exhibiting  hypertension  and  hyperpyrexia. 
The  usefulness  and  safety  of  narcotic  antagonists  in  the  treatment 
of  these  reactions  is  unknown.) 

Solutions  of  DEMEROL  and  barbiturates  are  chemically  incompatible, 

WARNINGS 

Drug  Dependence.  Meperidine  can  produce  drug  dependence  of 
the  morphine  type  and  therefore  has  fhe  potential  for  being  abused. 
Psychic  dependence,  physical  dependence,  and  tolerance  may 
develop  upon  repealed  administration  of  meperidine,  and  it  should 
be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  morphine  Like  ofher  narcotics,  meperidine 
IS  suhiect  to  the  provisions  of  the  Federal  narcotic  laws 

Interaction  with  Other  Central  Nervous  System  Depressants. 
MEPERIDINE  SHOULD  BE  USED  WITH  GREAT  CAUTION  AND  IN 
REDUCED  DOSAGE  IN  PATIENTS  WHO  ARE  CONCURRENTLY 
RECEIVING  OTHER  NARCOTIC  ANALGESICS,  GENERAL  ANES- 
; in  iCS.  i-HFNOTHIAZINES.  OTHER  TRANQUILIZERS  (SEE  DOSAGE 

■ j mDmimstration),  sedative-hypnotics  (including 

8:.  ^hlTURATESl  TRICYCLIC  A.NTIOEPRESSANTS  AND  OTHER 


CNS  depressants  (INCLUDING  ALCOHOL)  RESPIRATORY 
DEPRESSION,  HYPOTENSION,  AND  PROFOUND  SEDATION  OR 
COMA  MAY  RESULT 

Head  Injury  and  Increased  Intracranial  Pressure  The  respiratory 
depressant  effects  of  meperidine  and  its  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerafed  In  the  presence 
of  head  injury,  other  intracranial  lesions,  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with 
head  injuries.  In  such  patients,  meperidine  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Intravenous  Use.  If  necessary,  meperidine  may  be  given  intra- 
venously, but  the  injection  should  be  given  very  slowly,  preferably  In 
the  form  of  a diluted  solution.  Rapid  intravenous  iniection  of  narcotic 
analgesics,  including  meperidine,  increases  the  incidence  of  adverse 
reactions:  severe  respiratory  depression,  apnea,  hypotension, 
peripheral  circulatory  collapse,  and  cardiac  arrest  have  occurred. 
Meperidine  should  not  be  administered  intravenously  unless  a nar- 
cotic antagonist  and  the  facilities  for  assisted  or  controlled  respiration 
are  immediately  available.  When  meperidine  is  given  parenterally, 
especially  Intravenously,  the  patient  should  be  lying  down. 

Asthma  and  Other  Respiratory  Conditions.  Meperidine  should  be 
used  with  extreme  caution  in  patients  having  an  acute  asthmatic 
attack,  patients  with  chronic  obstructive  pulmonary  disease  or  cor 
pulmonale,  patients  having  a substantially  decreased  respiratory 
reserve,  and  patients  with  preexisting  respiratory  depression, 
hypoxia,  or  hypercapnia.  In  such  patients,  even  usual  therapeutic 
doses  of  narcotics  may  decrease  respiratory  drive  while  simulta- 
neously Increasing  airway  resistance  to  the  point  of  apnea. 

Hypotensive  Effect.  The  administration  of  meperidine  may  result 
In  severe  hypotension  in  the  postoperative  patient  or  any  individual 
whose  ability  to  maintain  blood  pressure  has  been  compromised 
by  a depleted  blood  volume  or  the  administration  of  drugs  such  as 
the  phenothiazines  or  certain  anesthetics. 

Usage  in  Ambulatory  Patients  Meperidine  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  should  be  cautioned  accordingly. 

Meperidine,  like  other  narcotics,  may  produce  orthostatic  hypo- 
tension In  ambulatory  patients. 

Usage  in  Pregnancy  and  Lactation.  Meperidine  should  not  be  used 
In  pregnant  women  prior  to  the  labor  period,  unless  In  the  judgment 
of  the  physician  the  potential  benefits  outweigh  the  possible  hazards, 
because  safe  use  in  pregnancy  prior  to  labor  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development. 

When  used  as  an  obstetrical  analgesic,  meperidine  crosses  the 
placental  barrier  and  can  produce  depression  of  respiration  and 
psychophysiologic  functions  in  the  newborn.  Resuscitation  may  be 
required  (see  section  on  OVERDOSAGEj. 

Meperidine  appears  in  the  milk  of  nursing  mothers  receiving  the 
drug. 

PRECAUTIONS 

As  with  all  intramuscular  preparations  DEMEROL  Intramuscular 
Injection  should  be  injected  well  within  the  body  of  a large  muscle. 

Supraventricular  Tachycardias.  Meperidine  should  be  used  with 
caution  in  patients  with  atrial  flutter  and  other  supraventricular 
tachycardias  because  of  a possible  vagolytic  action  which  may 
produce  a significant  Increase  In  the  ventricular  response  rate. 

Convulsions.  Meperidine  may  aggravate  preexisting  convulsions 
in  patients  with  convulsive  disorders.  If  dosage  Is  escalated  sub- 
stantially above  recommended  levels  because  of  tolerance  develop- 
ment, convulsions  may  occur  in  individuals  without  a history  of 
convulsive  disorders. 

Acute  Abdominal  Conditions.  The  administration  of  meperidine 
or  ofher  narcotics  may  obscure  the  diagnosis  or  clinical  course  In 
patients  with  acute  abdominal  conditions. 

Special  Risk  Patients.  Meperidine  should  be  given  with  caution 
and  the  initial  dose  should  be  reduced  in  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic 
or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS 

The  major  hazards  of  meperidine,  as  with  other  narcotic  anal- 
gesics. are  respiratory  depression  and,  to  a lesser  degree,  circulatory 
depression;  respiratory  arrest,  shock,  and  cardiac  arrest  have 
occurred. 

The  most  frequently  observed  adverse  reactions  include  llght- 
headedness,  dizziness,  sedation,  nausea,  vomiting,  and  sweating 
These  effects  seem  to  be  more  prominent  in  ambulatory  patients  and 
in  those  who  are  not  experiencing  severe  pain.  In  such  individuals, 
lower  doses  are  advisable  Some  adverse  reactions  in  ambulatory 
patients  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include: 

Nervous  System.  Euphoria,  dysphoria,  weakness,  headache, 
agitation,  tremor,  uncoordinated  muscle  movements,  severe  convul- 
sions, transient  hallucinations  and  disorientation,  visual  disturbances 
Inadvertent  injection  about  a nerve  trunk  may  result  in  sensory- 
motor  paralysis  which  is  usually,  though  not  always,  transitory. 

Gastrointestinal  Dry  mouth,  constipation,  biliary  tract  spasm. 

Cardiovascular  Flushing  of  the  face,  tachycardia,  bradycardia, 
palpitation,  hypotension  (see  Warnings),  syncope,  phlebitis  following 
infravenous  injection. 

Genitourinary.  Urinary  retention. 

Allergic.  Pruritus,  urticaria,  other  skin  rashes,  wheal  and  flare 
over  the  vein  with  intravenous  Injection. 

Other.  Pam  at  injection  site;  local  tissue  irritation  and  induration 
following  subcutaneous  injection,  particularly  when  repeated;  anti- 
diuretic  effect, 

DOSAGE  AND  ADMINISTRATION 
for  Relief  of  Pain 

Dosage  should  be  adjusfed  according  to  the  severity  of  the  pain 
and  the  response  of  the  patient.  While  subcutaneous  administration 
IS  suitable  for  occasional  use.  intramuscular  administration  is  pre- 
ferred when  repeated  doses  are  required  If  intravenous  administra- 
tion IS  required,  dosage  should  be  decreased  and  the  injection  made 


very  slowly,  preferably  utilizing  a diluted  solution.  Meperidine  is  If 
effective  orally  than  on  parenteral  administration.  The  dose  of 
DEMEROL  should  be  proportionately  reduced  (usually  by  25  to  5 
percent)  when  administered  concomitantly  with  phenothiazines  < 
many  other  tranquilizers  since  they  potentiate  the  action  of  DEME 

Adults.  The  usual  dosage  Is  50  mg  to  150  mg  Intramuscularly, 
subcutaneously,  or  orally,  every  3 or  4 hours  as  necessary 

Children.  The  usual  dosage  is  0.5  mg/lb  to  0.8  mg/lb  intramusc 
subcutaneously,  or  orally  up  to  the  adult  dose,  every  3 or  4 hour; 
necessary. 

Each  dose  of  the  syrup  should  be  taken  in  one-half  glass  of  wa 
since  If  taken  undiluted,  it  may  exert  a slight  topical  anesthetic 
effect  on  mucous  membranes. 

For  Preoperative  Medication 

Adults.  The  usual  dosage  is  50  mg  to  100  mg  intramuscularly  ( 
subcutaneously,  30  to  90  minutes  before  the  beginning  of  anesthe 

Children.  The  usual  dosage  Is  0.5  mg/lb  to  1 mg/lb  intramuscul; 
or  subcutaneously  up  to  the  adult  dose,  30  to  90  minutes  before 
beginning  of  anesthesia. 

For  Support  of  Anesthesia 

Repeated  slow  intravenous  injections  of  fractional  doses  (eg,  1 
mg/mL)  or  continuous  intravenous  infusion  of  a more  dilute  solut 
(eg,  1 mg/mL)  should  be  used.  The  dose  should  be  titrated  to  the 
needs  of  the  patient  and  will  depend  on  the  premedication  and  ty[ 
of  anesthesia  being  employed,  the  characteristics  of  the  particula 
patient,  and  the  nature  and  duration  of  the  operative  procedure. 

For  Obstetrical  Analgesia 

The  usual  dosage  Is  50  mg  to  100  mg  Intramuscularly  or  subcu 
neously  when  pain  becomes  regular,  and  may  be  repeated  at  1-  U 
3-hour  intervals. 

OVERDOSAGE 

Symptoms.  Serious  overdosage  with  meperidine  is  characteriz 
by  respiratory  depression  (a  decrease  in  respiratory  rate  and 'or 
tidal  volume,  Cheyne-Stokes  respiration,  cyanosis),  extreme  som 
nolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccldity, 
cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotensii 
In  severe  overdosage,  particularly  by  the  intravenous  route,  apne: 
circulatory  collapse,  cardiac  arrest,  and  death  may  occur. 

Treatment.  Primary  attention  should  be  given  to  the  reestablish 
ment  of  adequate  respiratory  exchange  through  provision  of  a patf 
airway  and  institution  of  assisted  or  controlled  ventilation  The  narc 
antagonist,  naloxone  hydrochloride,  is  a specific  antidote  against 
respiratory  depression  which  may  result  from  overdosage  or  unust 
sensitivify  to  narcotics,  including  meperidine.  Therefore,  an  approp 
dose  of  this  antagonist  should  be  administered,  preferably  by  the  in 
venous  route,  simultaneously  with  efforts  at  respiratory  resuscitatu  ; 

An  antagonist  should  not  be  administered  in  the  absence  of  clinic  i 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors,  and  ofher  supportive 
measures  should  be  employed  as  indicated. 

In  cases  of  overdosage  with  DEMEROL  tablets,  the  stomach 
should  be  evacuated  by  emesis  or  gastric  lavage, 

NOTE:  In  an  individual  physically  dependent  on  narcotics,  the 
administration  of  the  usual  dose  of  a narcotic  antagonist  will  preci- 
pitate an  acute  withdrawal  syndrome.  The  severity  of  this  syndrorr 
will  depend  on  the  degree  of  physical  dependence  and  the  dose  of 
antagonisf  administered  The  use  of  narcofic  antagonists  in  such 
individuals  should  be  avoided  if  possible  If  a narcotic  antagonist 
must  be  used  to  treat  serious  respiratory  depression  in  the  physical 
dependent  patient,  the  antagonist  should  be  administered  with 
extreme  care  and  only  one-fifth  to  one-tenth  the  usual  initial  dose 
administered. 

HOW  SUPPLIED 
For  Parenteral  Use 

Detecto-Sear  — CarpujeeV  Sterile  Cartridge-Needle  Unit  — 

2.5  percent  (25  mg  per  1 mL}  HOC  0024-0324-02,  5 percent  [50 
mg  per  1 mL)  NOC  0024-0325-02,  7.5  percent  [75  mg  per  1 mL) 
NDC  0024-0326-02;  and  10 percent [tOO  mg  per  1 mL)  NOC  0024 
0328-02  all  in  boxes  of  10 

Each  cartridge  is  only  partially  filled  based  upon  product  volume 
to  permit  mixture  with  other  sterile  materials  in  accordance  with  th 
best  judgment  of  the  physician. 

Uni-Amp ' — 5 percent  solution:  ampuls  ol0.5mL(25mg)NDC 
0024-0361-04, 1 mL  (50  mg)  NDC  0024-0362-04,  IV?  mL  (75  mg 
NOC  0024-0363-04,  and  2 mL  (100  mg)  NOC  0024-0364-04  all  in 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC 
0024-0365-04  in  boxes  of  25. 

Uni-NesV" — 5 percent  solution:  ampuls  of  0.5  mL  (25  mg)  NDC 
0024-0371-04,  1 mL  (50  mg)  NDC  0024-0372-04, 1V2mL(75mg 
NOC  0024-0373-04,  and  2 mL  (100  mg)  NDC  0024-0374-04  all  in 
boxes  of  25,  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC 
0024-0375-04  in  boxes  of  25 

Vials  — 5 percent  multiple-dose  vials  of  30  mL  NDC  0024-0329-C 
and  to  pe/'cenf  multiple-dose  vials  of  20  mL  NOC  0024-0331-01  all 
in  boxes  of  1 

Afofe.  The  pH  of  DEMEROL  solutions  is  adjusted  between  3 5 
and  6 with  sodium  hydroxide  or  hydrochloric  acid  Multiple-dose 
vials  contain  metacresol  01  percent  as  preservative  No  preserva- 
tives are  added  to  the  ampuls  or  CARPUJECT  Sterile  Cartridge- 
Needle  Unit. 

For  Oral  Use 

Tablets  ot  50  mg,  bottles  of  100  (NDC  0024-0335-04)  and  500 
(NDC  0024-0335-06):  Hospital  Blister  Pak  of  25  (NDC  0024-0335-0 
100  mg,  bottles  of  100  (NDC  0024-0337-04)  and  500  (NDC  0024- 
0337-06):  Hospital  Blister  Pak  of  25  (NDC  0024-0337-02). 

Syrup,  nonalcoholic,  banana-flavored  50  mg  per  5 mL  teaspoon 
bottles  of  16  fl  oz  (NDC  0024-0332-06). 
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For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin’® 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 
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Introducing  a new  company 
with  an  arr^  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  Central 

Alabama,  I have  decided  to  sen/e  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  services  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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ORIGINAL  PAPERS 


Health  Care  Workers'  Knowledge 
and  Attitudes  Concerning  AIDS 


LARRY  G.  BAILEY 
B.  COOPER  JOHNSON 
PAUL  L.  STARKEY 
Cleveland,  Mississippi 
CALVIN  E.  KELLOGG,  Ph.D. 

University,  Mississippi 

Acquired  immunodeficiency  syndrome  (AIDS) 
has  become  a major  area  of  concern  for  the  health 
care  industry  and  society  as  a whole.  Harris'  pro- 
posed that  the  virus  which  caused  AIDS  had  infected 
approximately  900,000  individuals  in  this  country 
and  the  rate  of  growth  is  expected  to  increase.  The 
total  number  of  AIDS  cases  will  be  large  enough 
to  place  a severe  burden  on  the  health  care  system 
as  well  as  society  at  large.  Green,  Singer,  and 
Wintfield^  predicted  that  by  1991,  12,831  hospital 
beds  in  the  United  States  will  be  occupied  by  AIDS 
patients,  more  than  by  lung  cancer  patients  or  au- 
tomobile accident  victims.  Scitovsky  and  Rice^ 
estimate  that  personal  medical  care  costs  in  current 
dollars  will  rise  to  $8.5  billion  in  1991. 

Various  myths,  attitudes,  and  opinions  have  de- 
veloped concerning  AIDS.^  In  a study  of  physicians, 
Kelly  et  al^  found  that  their  harsh  attitude  judgments 
were  associated  with  AIDS  patients,  and  the  phy- 
sicians were  much  less  willing  to  interact  even  in 
routine  conversation  when  the  patient’s  illness  was 
identified  as  AIDS.  Richardson  et  aP  in  a survey 
of  physicians  found  that  most  of  those  surveyed 
believed  that  special  clinics  staffed  by  physicians 
who  have  a particular  expertise  in  caring  for  AIDS 
patients  should  be  established.  This  survey  also  in- 

From  the  School  of  Business,  Delta  State  University  (Bailey, 
Johnson  and  Starkey),  and  the  School  of  Business  Admin- 
istration, University  of  Mississippi  (Kellogg). 


This  paper  reports  the  results  of  a study 
performed  to  address  the  many  unresolved 
issues  concerning  health  care  workers  and 
their  treatment  of  patients  with  AIDS.  A sur- 
vey was  developed  to  measure  knowledge, 
attitudes  and  opinions,  and  other  informa- 
tion of  health  care  workers.  The  survey  was 
administered  to  all  employees  of  a 200  bed 
hospital.  The  authors  provide  a description 
of  the  study,  indicating  methods,  subjects, 
and  procedures.  They  report  that  the  study 
identified  problem  areas  in  the  educational/ 
training  of  participants.  According  to  the  au- 
thors, the  study  indicates  that  there  will  be 
no  AIDS-related  staffing  problems  in  health 
care  organizations  in  the  future.  Additional 
findings  concerning  AIDS  and  health  care 
workers  are  reported. 


dicated  a lack  of  medical  knowledge  and  expertise 
regarding  the  opportunistic  infections  and  cancers 
that  are  associated  with  AIDS.  Gruson*  and  Medical 
World News^  conclude  that  the  myths,  attitudes,  and 
opinions  developed  concerning  patients  with  AIDS 
have  caused  these  patients  to  be  stereotyped  by  health 
care  professionals.  Studies  have  shown  how  people 
were  categorized  by  physicians,  resulting  in  health 


NOVEMBER  1989 


355 


care  workers’  perceiving  that  all  AIDS  patients  are 
alike  and  should  be  treated  the  same.  These  per- 
ceptions lead  to  prejudice  and  discrimination  of  these 
patients. 

Valenti  and  Anarella*°  found  that  misperceptions 
about  the  transmissibility  of  AIDS  and  concern  over 
what  types  of  infection  control  precautions  are  nec- 
essary have  been  reported  in  hospitals  across  the 
country.  There  have  been  incidents  in  which  em- 
ployees have  quit  their  jobs  rather  than  care  for  a 
person  with  AIDS  or  work  with  a person  who  has 
AIDS.  These  misperceptions  may  be  due  to  a lack 
of  education,  training,  and  proper  information  con- 
cerning AIDS.  Blumenfield  et  al”  also  found  a need 
for  further  development  of  medical  and  nursing  ed- 
ucation programs  in  a study  of  nurses.  Two- thirds 
of  the  responding  nurses  reported  that  they  had 
friends  or  family  members  express  concern  about 
associating  with  hospital  personnel  who  have  con- 
tact with  AIDS  patients.  Other  questions  showed 
that  between  one  fourth  and  one-half  of  the  nurses 
have  a fear  of  caring  for  homosexual  men  and  male 
prisoners,  that  one-half  of  the  nurses  believed  that 
AIDS  can  be  transmitted  due  to  contact  with  patients 
despite  precautions,  and  one-half  of  those  respond- 
ing indicated  they  would  ask  for  a transfer  if  they 
had  to  care  for  AIDS  patients  on  a regular  basis. 

Cummings,  Rapport,  and  Cummings'^  stress  that 
there  is  a need  for  staff  education  and  physicians/ 
staff  cooperation  to  ensure  appropriate  patient  care 
and  adequate  staff  report.  Schobel'^  concludes  that 
it  is  the  responsibility  of  management  to  provide 
adequate  education  and  resources,  and  to  enforce 
the  appropriate  rules  to  ensure  the  safety  of  all  pa- 
tients and  care  providers  where  AIDS  is  concerned. 
The  Bureau  of  National  Affairs"*  provides  guide- 
lines for  the  treatment  of  AIDS  patients.  These 
guidelines  contend  that  employers  should  establish 
an  education  program  to  make  sure  employees  are 
aware  of  these  procedures.  OSH  A has  begun  to  set 
standards  for  those  who  care  for  infectious  disease 
patients  and  levy  fines  for  noncomplicance. 

AIDS  and  its  impact  on  the  health  care  industry 
is  clearly  an  important  area  of  concern  for  mana- 
gerial professionals  in  this  industry.  Health  care 
workers’  attitudes,  knowledge,  opinions,  and  edu- 
cation/training should  be  carefully  studied  so  that 
changes  in  present  policies  and  programs  can  be 
made  in  an  attempt  to  increase  the  quality  of  care 
givers  to  people  and  to  improve  the  efficient  op- 
eration of  the  health  care  industry.  Many  of  the 
studies  cited  in  this  review  have  focused  on  partic- 
ular segments  of  the  health  care  industry  (physi- 
cians, nurses,  etc.). 


The  results  of  the  study  reported  in  this  paper  are 
based  on  a survey  of  all  employees  in  a health  care 
facility,  thus  providing  results  that  are  more  gen- 
eralized in  nature.  The  authors  were  interested  in 
three  basic  areas.  First,  the  degree  to  which  health 
care  workers  were  concerned  by  potential  exposure 
to  the  AIDS  virus.  Second,  we  were  interested  in 
the  impact  that  knowledge  and  sources  of  infor- 
mation had  on  health  care  workers’  attitudes  and 
opinions  about  AIDS.  Finally,  we  wanted  to  meas- 
ure health  care  workers’  attitudes  about  treating 
AIDS  victims.  The  last  area  was  of  interest  based 
on  the  idea  that  a potential  staffing  problem  might 
occur  if  a significant  number  of  health  care  workers 
refused  to  care  for  AIDS  patients. 

Methods 

One  week  prior  to  a hospital’s  in-service  edu- 
cation program  on  AIDS,  a survey  was  administered 
to  all  employees  at  a 200-bed,  county-owned  rural 
hospital.  The  instmment,  which  was  developed  from 
reviewing  a collection  of  various  surveys  concern- 
ing AIDS  provided  by  health  departments  from 
around  the  country,  was  divided  into  four  sections. 
Section  one  of  the  survey  was  designed  to  measure 
the  health  workers’  general  and  work-related  knowl- 
edge concerning  AIDS.  The  section  included  24 
questions  that  could  be  answered  true,  false,  or  not 
sure.  For  analysis,  a correct  response  was  coded 
-I- 1 , an  incorrect  answer  was  coded  — 1 and  a not 
sure  was  coded  0.  Thus  respondents  could  score 
between  —24  and  -t-24  in  terms  of  knowledge. 
Section  two  contained  a series  of  questions  that 
measured  the  respondents’  attitudes  and  opinions 
towards  AIDS.  This  section  consisted  of  14  ques- 
tions, six  that  were  general  in  nature  and  eight  that 
were  work-related.  The  respondents  were  asked  to 
answer  each  question  on  a five-point  scale  ranging 
from  strongly  agree  (1)  to  strongly  disagree  (5). 
Section  three  included  12  questions  concerning  oc- 
cupational information.  These  included  information 
about: 

1.  Employees’  years  of  service 

2.  Times  employees  cared  for  an  AIDS  patient 

3.  Educational  programs  attended  on  AIDS 

4.  Resources  for  information  about  AIDS  for  em- 
ployees 

5.  Types  of  education  provided  for  employees  on 
AIDS 

6.  Educational  techniques  for  learning  about  AIDS 

7.  Questions  on  infection  control  policies 

8.  Questions  on  employees  concern  for  exposure 
to  AIDS. 
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Section  four  of  the  survey  gathered  employees’  de- 
mographic information  such  as:  age,  sex,  marital 
status,  education  level,  and  position. 

The  survey  was  administered  to  350  employees 
(77.7%  female  and  17.8%  males)  with  an  average 
age  of  39.623  years  (range  17  to  74).  Of  the  re- 
spondents, 65.3%  were  married  and  21.9%  were 
single.  The  average  number  of  years  worked  in  the 
health  care  profession  was  11.548  years.  Twenty 
percent  of  the  respondents  were  college  graduates. 
Thirty-four  percent  reported  a high  school  degree 
or  less.  The  remainder  (36.8%)  had  either  a voca- 
tional degree  or  some  level  of  college  education. 
The  survey  was  distributed  without  regard  to  po- 
sition based  on  the  assumption  that  every  employee 
could  possibly  come  in  contact  with  an  AIDS  pa- 
tient. The  employees  were  instructed  to  complete 
the  surveys  anonymously  and  to  return  them  to  their 
supervisors  at  the  end  of  their  working  shifts.  Sur- 
veys were  collected  after  a three-day  period.  The 
response  rate  for  this  survey  was  69%. 

Concern  of  Exposure 

Only  36.9%  of  the  employees  indicated  that  they 
were  concerned  about  exposure  to  AIDS.  As  might 
be  expected,  of  the  employees  expressing  concern 
about  being  exposed  to  the  disease,  the  largest  num- 
ber provide  direct  patient  care  and  had  frequent  face- 
to-face  contact  with  patients.  The  people  in  this 
category  were  registered  nurses,  licensed  practical 
nurses,  nurses’  aides,  anesthetists,  and  ambulance 
drivers.  The  employees’  ages  and  years  of  service 
had  no  effect  on  their  being  concerned  that  they  had 
been  exposed  to  AIDS.  The  employees  that  ex- 
pressed concern  that  they  might  have  been  exposed 
to  the  AIDS  virus  also  exhibited  fear  that  they  might 
catch  AIDS  from  performing  their  job  duties.  Iron- 
ically, the  employees’  concern  about  being  exposed 
to  AIDS  was  not  affected  by  their  attitudes  and 
opinions  toward  treating  all  patients,  their  attitudes 
about  physical  contact  with  AIDS  patients,  and  the 
likelihood  that  they  would  refuse  to  care  for  some- 
one who  had  the  AIDS  virus.  Employees’  knowl- 
edge of  the  disease  did  affect  their  willingness  to 
work  with  AIDS  patients  in  spite  of  their  “signif- 
icant other’s’’  concern  about  their  contact  with  AIDS 
patients  at  work.  The  employees’  knowledge  of  the 
disease  also  affected  their  concern  for  exposure  to 
the  virus  through  their  social  contacts  and  knowing 
members  of  high  risk  groups,  even  though  only 
about  25%  of  the  employees  surveyed  indicated 
having  such  social  contacts. 

These  findings  suggest  that  health  care  admin- 
istrators should  provide  additional  training,  beyond 


that  which  is  required  for  all  employees,  to  those 
employees  that  provide  direct  patient  care.  This  ac- 
tion will  reduce  their  fear  that  they  may  catch  AIDS 
from  performing  their  job  duties.  The  employees’ 
disregard  for  their  “significant  other’s’’  concern  for 
their  contact  with  AIDS  patients  at  work  indicate 
that  the  majority  of  employees  are  dedicated  to  pro- 
vide health  care  to  all  patients  even  when  it  conflicts 
with  family  roles. 

Information  Sources/Relationship  to  Attitudes 

The  relationships  between  the  employees’  atti- 
tudes and  opinions  and  their  knowledge  about  AIDS 
were  consistent.  The  results  indicated  that  the  more 
knowledgeable  the  employees  were  about  AIDS  the 
less  harsh  and  prejudicial  they  were.  Basically,  the 
more  knowledgeable  employees  were  less  likely  to 
think  that  people  with  AIDS  should  be  quarantined 
to  protect  the  public  health,  less  likely  to  believe 
that  people  who  contracted  the  disease  through  sex- 
ual behavior  or  IV  drug  use  deserved  their  disease, 
and  less  likely  to  suggest  that  people  who  are  in- 
fected with  the  AIDs  virus  should  be  banned  from 
working  in  banks,  stores,  restaurants,  and  other  sim- 
ilar jobs  where  AIDS  victims  have  brief  contact  with 
other  people. 

The  more  knowledgeable  the  employees  were  the 
more  confidence  they  have  in  scientists’  statements 
that  AIDS  can’t  be  transmitted  through  casual  con- 
tact. However,  even  knowledgeable  employees  did 
report  not  always  feeling  comfortable  touching  and 
giving  care  to  patients  with  AIDS.  In  addition,  the 
more  knowledge  the  employees  have  about  AIDS, 
the  more  that  they  expressed  fear  of  exposure  from 
performing  their  job  duties.  Finally,  the  more 
knowledge  the  employees  have,  the  more  confi- 
dence they  have  in  training  programs  for  caring  for 
AIDS  patients.  This  suggests  that  training  programs 
can  increase  knowledge  and  that  workers  have  con- 
fidence in  training  programs,  but  workers  still  main- 
tain a fear  of  contracting  the  disease.  All  of  these 
findings  suggest  that  training  programs  designed  to 
increase  employees’  knowledge  concerning  AIDS 
should  have  a generally  positive  impact.  Knowl- 
edgeable employees  would  be  less  likely  to  suffer 
from  the  paranoia  of  dealing  with  AIDS  patients  on 
a casual  basis.  In  addition,  they  would  gain  general 
confidence  in  the  training  provided  as  their  knowl- 
edge increases.  Those  directly  involved  in  treating 
AIDS  victims,  even  though  knowledgeable  and  well- 
trained,  still  seem  to  have  a very  healthy  respect 
for  the  disease. 

Administrators  may  be  interested  in  one  seeming 
contradiction  in  the  results  concerning  how  em- 
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ployees  believe  hospitals  should  deal  with  staff 
members  with  AIDS.  The  more  knowledgeable  the 
employees  the  more  they  tended  to  disagree  with 
the  statement  that  hospitals  should  be  allowed  to 
terminate  workers  who  have  AIDS.  At  the  same 
time,  they  disagreed  with  the  statement  that  health 
care  workers  who  have  the  AIDs  virus  should  be 
allowed  to  continue  their  employment.  This  seem- 
ing contradiction  points  out  the  difficulties  hospital 
administrators  will  face  when  dealing  with  employ- 
ees who  have  AIDS.  On  one  hand  the  employees 
are  concerned  that  the  rights  of  the  victim  be  pro- 
tected, but  they  are  still  convinced  that  the  individ- 
ual should  not  continue  employment  when  he/she 
might  infect  others. 

Employees’  knowledge  about  AIDs  was  found  to 
be  related  to  their  marital  status  and  education  level. 
As  expected,  those  employees  with  at  least  some 
graduate  education  exhibited  a higher  level  of 
knowledge,  closely  followed  by  those  with  college 
degrees,  high  school  degrees,  and  some  high  school 
education.  Surprisingly,  employees’  age,  gender, 
position  or  years  of  service  had  very  little  impact 
on  their  knowledge  about  AIDS . Another  important 
finding  was  that  eighty-three  percent  of  the  em- 
ployees indicated  that  the  hospital  provided  edu- 
cational programs,  yet,  university-  and  school-spon- 
sored programs  had  the  only  significant  impact  on 
their  overall  knowledge  about  AIDS.  The  form  of 
training  most  significantly  related  to  knowledge  was 
workshops  and  seminars;  While  87%  of  the  em- 
ployees surveyed  indicated  an  awareness  of  hospi- 
tal-wide infection  control  policies  on  the  care  of 
AIDS  patients,  such  awareness  was  not  correlated 
with  employees’  knowledge  about  AIDS.  However, 
the  results  of  the  survey  indicated  that  the  employ- 
ees’ use  of  the  infection  control  manual  when  seek- 
ing information  about  AIDS  did  influence  their 
knowledge  of  AIDS  even  though  the  employees  se- 
lected as  important  sources  of  information  the  fol- 
lowing: infection  control  person  (73.6%),  physi- 
cians (59.1%)  and  AIDS  Policies/Infection  Control 
Manual  (47.5%). 

Results  suggest  that  training  programs  would  have 
the  most  impact  if  focused  toward  employees  with 
lower  education  levels.  Also,  administrators  might 
wish  to  investigate  the  strong  relationship  between 
university-  and  school-sponsored  programs  and  em- 
ployee knowledge.  Perhaps  techniques,  methods, 
procedures  could  be  transferred  to  in-house  pro- 
grams to  increase  knowledge  retention.  Finally,  re- 
sults suggest  the  employees  need  to  be  trained  not 
only  in  infection  control  policies  but  also  given  in- 
formation on  why  the  policies  are  in  effect.  The 


seemingly  important  role  of  the  use  of  the  AIDS 
Policy/Infection  Control  Manual  should  be  used  as 
a building  block  for  increasing  employee  knowl- 
edge. 

Attitudes 

The  survey  asked  for  employees’  attitudes  about 
dealing  with  AIDS  victims  as  patients  and  as  co- 
workers. In  terms  of  responses  related  to  dealing 
with  AIDS  victims  as  patients,  the  results  were  split. 
Forty-five  percent  felt  that  health  care  workers  should 
not  be  allowed  to  refuse  care  to  AIDS  patients,  25 
percent  expressed  no  opinion,  and  30  percent  felt 
that  they  should  have  the  right  to  refuse  care  to 
AIDS  victims.  This  suggests  that  there  is  a fairly 
significant  division  of  opinion  on  how  to  deal  with 
AIDS  victims.  As  more  victims  enter  the  system, 
hospitals  will  have  to  deal  with  the  potential  schism 
which  may  develop  between  those  who  believe  they 
should  be  able  to  refuse  to  deal  with  AIDS  victims 
and  those  who  believe  it  is  their  duty  to  deal  with 
those  patients.  If  workers  are  required  to  deal  with 
AIDS  victims,  the  potential  for  turnover  among  30 
percent  of  the  workforce  could  be  devastating. 
Training  should  focus  on  developing  a more  positive 
attitude  among  the  minority  of  employees  who  be- 
lieve they  should  be  allowed  to  refuse  care  to  AIDS 
victims. 

Results  concerning  attitudes  toward  employees 
testing  positive  were  mixed  and  sometimes  contra- 
dictory. This  only  points  out  the  difficulties  the  health 
care  industry  may  face  when  more  AIDS  patients 
enter  the  system.  Generally  employees  felt  that  hos- 
pitals should  not  be  allowed  to  terminate  workers 
who  have  AIDS  (39%)  but  that  health  care  workers 
who  have  AIDS  should  not  be  able  to  continue  their 
employment  (46.1%),  and  that  hospitals  should  be 
able  to  screen  out  potential  employees  if  they  test 
positive  for  AIDS  (51.8%).  Obviously,  the  split 
opinions  will  only  create  problems  for  hospital  ad- 
ministrators as  they  try  to  develop  policies  for  deal- 
ing with  employees  who  develop  AIDS.  While  the 
authors  do  not  offer  solutions,  administrators  should 
begin  to  develop  a plan  for  dealing  with  these  treat- 
ment and  employment  issues. 

Summary 

This  study’s  findings  report  information  which 
may  be  of  interest  to  the  administration  and  staffs 
of  health  care  facilities  in  their  dealings  with  AIDS 
victims.  Some  of  the  findings  may  be  quite  different 
from  what  one  might  expect  given  the  situation.  A 
review  of  the  more  interesting  findings  are  listed 
below: 
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1 . Employees’  concern  for  exposure  to  AIDS  was 
not  affected  by  attitudes  and  opinions  toward 
their  treatment  of  all  patients,  physical  contact 
with  AIDS  patients,  and  their  refusal  to  care  for 
someone  who  has  the  virus. 

2.  Although  hospitals  provided  most  of  the  edu- 
cational programs  on  AIDS  to  employees,  uni- 
versities and  schools  sources  had  a significant 
effect  on  knowledge  about  AIDS. 

3 . Seminar  and  workshop  training  methods  had  the 
most  effect  on  knowledge  about  the  virus. 

4.  Employees’  use  of  Infection  Control  Manual  and 
its  effect  on  knowledge  about  AIDS  was  very 
strong.  Employees  who  used  Infection  Control 
Manual  as  a source  of  information  had  much 
higher  knowledge  scores. 

5.  The  relationship  between  the  employees’  knowl- 
edge about  AIDS  and  their  expression  of  fear 
and  safety  in  the  treatment  of  AIDS  patients  still 
exists  despite  the  training  they  have  received. 

6.  The  mixed  results  on  whether  employees  would 
refuse  to  care  for  AIDS  patients,  while  at  the 
same  time  showing  evidence  that  they  would 
tend  to  be  in  favor  of  working  with  someone 
who  is  tested  positive  for  the  AIDS  virus. 

The  findings  of  this  study  also  provide  infor- 
mation to  the  administration  of  hospitals  in  the  area 
of  education  and  training  of  their  employees  about 
AIDS  and  the  effects  of  many  types  of  the  program 
techniques  that  are  most  commonly  employed.  Fi- 
nally the  results  indicate  that  there  could  be  future 
staffing  problems  in  health  care  facilities  as  the 
number  of  AIDS  patients  continues  to  rise  if  em- 
ployees’ opinions  remain  deeply  divided.  Many 


problems  face  health  care  facilities  in  their  treatment 
of  AIDS  patients,  and  much  research  is  still  needed. 

The  authors  realize  that  certain  limitations  exist 
concerning  this  study.  One  limitation  is  that  the 
survey  was  administered  to  a relatively  small,  rural 
hospital  thus  its  findings  may  not  be  generally  ap- 
plicable to  all  health  care  facilities.  An  additional 
limitation  is  that  only  a small  percentage  of  the 
participants  had  cared  for  a patient  diagnosed  as 
having  AIDS.  Finally,  no  extensive  tests  for  validity 
and  reliability  were  performed  on  the  survey  ad- 
ministered. However,  the  authors  feel  that  the  re- 
sults of  this  study  are  quite  useful  because  of  its 
exploratory  nature. 

There  are  several  areas  which  require  further  in- 
vestigation. The  primary  area  which  we  feel  should 
be  addressed  concerning  health  care  facilities  is  that 
of  education/training  programs.  We  propose  that 
additional  studies  should  be  directed  toward  this 
critical  area.  It  is  clear  that  improvements  in  the 
education/training  area  is  vital  to  insure  adequate 
care  for  all  patients.  These  steps  will  also  help  insure 
a safer  working  environment  for  all  health  care 
employees.  ★★★ 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non- cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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The  (x:currence  of  small  bowel  metastatis  of 
bronchogenic  carcinoma  is  sufficiently  rare  as  to 
warrant  close  scrutiny.  When  this  situation  recently 
occurred  on  our  Thoracic  Surgery  Service,  a liter- 
ature search  revealed  only  three  reported  cases  of 
clinically  significant  metastatic  bronchogenic  car- 
cinoma to  the  small  intestine. 

Midell  and  Lochman'  reported  a 62-year-old  man 
with  a large  nonresectable  “undifferentiated  giant 
cell  carcinoma”  of  the  right  lower  lobe  who  de- 
veloped peritonitis  two  months  following  lobec- 
tomy. At  laparotomy,  perforation  of  the  ileum  at 
the  site  of  a metastasis  was  found.  The  patient  died 
in  the  immediate  postoperative  period. 

Wootton  et  aP  reported  a 65-year-old  man  with 
an  8.5cm  mass  in  the  left  lower  lobe  who  prior  to 
thoracotomy  developed  signs  of  peritonitis.  At  the 
time  of  emergency  laparotomy,  a perforated  8cm 
tumor  of  the  jejunum  was  found  22cm  from  the 
ligament  of  Treitz.  Approximately  44cm  from  the 
ligament  of  Treitz  a second  8cm  was  found.  Both 
tumors  were  resected  and  found  to  be  squamous  cell 
carcinoma.  Six  weeks  after  bowel  resection,  left 
lower  lobectomy  was  accomplished  and  pathologic 
diagnosis  was  also  squamous  cell  carcinoma.  He 
did  well  initially,  but  expired  ten  weeks  following 
left  lower  lobectomy. 

Morgan  et  al,^  reported  a 36-year-old  man  found 
to  have  a nonresectable  “anaplastic  carcinoma”  of 
his  left  lung.  He  received  chemotherapy  and  six 
months  later  developed  abdominal  pain  and  was 
found  to  have  free  peritoneal  air  on  x-ray.  At  lap- 


From  the  University  Medical  Center  and  Veterans  Administra- 
tion Medical  Center  (Dr.  Dalton,  Simon,  and  Gatling).  Dr. 
K0U17  is  a resident  in  thoracic  surgery  at  the  University 
Medical  Center,  Jackson,  MS. 


Isolated  small  bowel  metastasis  of  bron- 
chogenic carcinoma  is  so  distinctly  unusual 
that  only  three  previous  case  reports  have 
been  located.  The  authors  report  the  case  of 
a 59-year-old  white  male,  who  succumbed 
due  to  complications  of  a jejunal  metastasis 
two  months  after  left  upper  lobectomy  for 
large  cell  carcinoma.  The  diagnosis  was  sus- 
pected preoperatively  on  the  basis  of  a CT 
scan. 


arotomy,  a perforation  of  a 7 by  5cm  tumor  in  the 
jejunum  was  found  approximately  two  feet  distal  to 
the  ligament  of  Treitz.  The  small  bowel  tumor  was 
diagnosed  as  a small  cell  anaplastic  carcinoma  iden- 
tical with  the  bronchial  tumor.  The  patient  expired 
seven  weeks  after  the  bowel  perforation  occurred. 

Due  to  extreme  rarity  of  clinically  significant 
metastatic  bronchogenic  carcinoma  to  the  small  in- 
testine, we  elected  to  report  herein  the  fourth  case. 

Case  Report 

This  59-year-old  white  male  was  admitted  to  the 
Jackson  VA  Medical  Center  April  19,  1987,  with 
a five  day  history  of  cough  productive  of  gray  spu- 
tum. Past  history  revealed  that  he  had  a colon  re- 
section for  diverticulitis  in  1985  with  a large  inci- 
sional hernia  thereafter.  He  had  a greater  than  80 
pack- year  history  of  smoking.  Physical  examination 
revealed  the  patient  was  obese,  and  there  were  rales 
and  rhonchi  at  the  left  base.  Chest  x-ray  showed  a 
solitary  pulmonary  nodule  of  the  left  upper  lobe  and 
severe  chronic  obstructive  pulmonary  disease.  A CT 
chest  scan  confirmed  a 1.7cm  rounded  soft  tissue 
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nodule  in  the  left  upper  lobe.  There  were  no  me- 
diastinal nodes,  and  no  other  lesions  were  noted. 
He  refused  fiberoptic  bronchoscopy  and  surgery. 

He  returned  to  the  outpatient  department  on  De- 
cember 15,  1987,  and  a chest  x-ray  showed  the  mass 
in  the  left  upper  lobe  to  measure  4.5cm.  He  was 


Figure  1.  Large  cell  bronchogenic  carcinoma  sur- 
rounding a bronchus.  H & E Stain  X 100. 


Figure  2.  Small  bowel  with  metastatic  large  cell  car- 
cinoma filling  the  submucosa  underlying  benign  mucosa. 
H & E Stain  X 100. 


readmitted  January  26,  1988.  Pulmonary  function 
tests  showed  an  reVl  of  1.7,  with  essentially  equal 
function  in  each  lung  on  split  crystal  lung  scan. 
Fiberoptic  bronchoscopy  revealed  no  lesions  and  the 
sputum  was  Class  II.  Bronchial  biopsy  was  unre- 
markable. Liver  enzymes  were  normal.  Because  of 
varying  abdominal  complaints,  a CT  scan  of  the 
abdomen  was  obtained  which  showed  a possible 
liver  metastasis.  A liver-spleen  scan  showed  no  evi- 
dence of  liver  metastasis.  A CT  directed  needle 
aspirate  of  the  solitary  pulmonary  nodule  produced 
a pathologic  diagnosis  of  “consistent  with  squa- 
mous cell  carcinoma.”  The  patient  elected  to  return 
for  surgery  at  a later  date. 

On  March  4,  1988,  left  upper  lobectomy  was 
accomplished  for  a large  mass  with  minimal  pleural 
adhesions.  The  pathologic  report  was  as  “large  cell 
undifferentiated  carcinoma”  (see  Figure  1).  The 
bronchial  and  hilar  nodes  were  negative  for  metas- 
tases,  and  the  patient  was  staged  as  T-3,  N-0,  M- 
O.  In  the  post-operative  period,  he  initially  did  quite 
well.  Prolongation  of  air  leak  due  to  severe  em- 
physema delayed  chest  tube  removal  until  the  10th 
postoperative  day.  The  following  day  he  developed 
ileus  which  failed  to  respond  to  nasogastric  suction, 
and  x-ray  showed  small  bowel  distention.  This  re- 
volved spontaneously,  but  because  of  varying  ab- 
dominal distention,  upper  GI  series,  barium  enema, 
and  proctoscopy  were  done  and  were  negative.  On 
March  28,  he  developed  recurrent  supraventricular 
tachyarrythmias  and  Verapamil  was  added  after  car- 
diology consultation.  Finally,  Esmolol  was  required 
to  control  his  rapid  heart  rate.  Ileus  returned  and  a 
repeat  CT  scan  of  the  abdomen  showed  a 5cm  mass 
in  the  mid-abdomen.  Aspiration  revealed  a thin 
odorless  yellow  fluid,  which  was  negative  on  Pap 
smear  and  Gram  stain.  Because  of  his  symptoms 
and  the  presence  of  mass,  laparotomy  was  per- 
formed on  April  4,  1988.  After  taking  down  adhe- 
sions, a 5cm  mass  was  noted  in  the  proximal  je- 
junum approximately  Wi  feet  (50cm)  from  the 
ligament  of  Trietz.  There  was  no  evidence  of  any 
other  intraperitoneal  metastases.  The  mass  was  re- 
sected with  an  end-to-end  anastomosis  of  the  je- 
junum, and  the  diagnosis  was  “metastatic  large  cell 
carcinoma  with  mesenteric  abscess”  (see  Figure  2). 
The  small  bowel  metastasis  was  identical  with  the 
primary  bronchogenic  carcinoma  (see  Figure  3 and 
4).  He  became  ventilator  dependent  and  a trache- 
ostomy was  performed.  The  patient  never  developed 
any  evidence  of  additional  metastases  during  the 
postoperative  period.  He  succumbed  to  pulmonary, 
renal  and  septic  complications  on  May  14,  1988. 
Post-mortem  examination  was  not  allowed. 
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Figure  3.  Large  cell  bronchogenic  carcinoma.  H & 
E Stain  X 400. 
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Figure  4.  Small  bowel  metastasis  large  cell  broncho- 
genic carcinoma.  Compare  with  Figure  3.  H & E Stain 
X400. 


Discussion 

Although  clinically  significant  small  bowel  me- 
tastases  of  bronchogenic  carcinoma  are  extremely 
rare,  small  bowel  metastases  are  found  at  autopsy 
in  patients  dying  of  lung  cancer.  In  the  monumental 
treatise  on  5,000  lung  cancer  patients,  by  Watson, “ 
676  patients  came  to  autopsy.  Of  this  group,  42 
(6.27%)  had  small  bowel  metastases  which  were 
not  clinically  significant.  Although  147  patients  died 
of  peptic  ulceration  or  hemmorrhage,  no  deaths  were 
attributable  to  small  intestinal  metastatic  disease. 

Clinically  significant  metastatic  disease  from 
bronchogenic  carcinoma  portends  a generally  poor 
outlook.  As  was  the  case  with  our  patient  who  sur- 
vived only  two  months,  the  three  previously  re- 
ported cases  also  had  a short  survival  after  the  di- 
agnosis was  confirmed.  In  each  case  urgent 
laparotomy  was  carried  out  because  of  peritonitis, 
ileus,  or  evidence  of  gastrointestinal  perforation.  In 


our  case  the  patient  had  prolonged  intermittent  ileus 
with  evidence  of  a mass  on  CT  scan.  This  is  the 
first  case  in  which  the  diagnosis  was  suspected  pre- 
operatively  on  the  basis  of  a CT  scan.  It  would  seem 
that  although  small  bowel  metastases  of  broncho- 
genic carcinoma  are  found  relatively  frequently  at 
autopsy,  their  rare  occurrence  clinically  denotes  a 
much  graver  prognosis  than  usual.  ★★★ 

Dr.  Dalton:  1500  East  Woodson  Wilson  Drive  (39216) 
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Now  available  to  Mississippi  State  Medical  Association  members,  pro- 
tection from  one  of  America’s  leading  diseases CANCER. 


• “CancerPay  Plus”  is  a quality  cancer 
policy  supplement  to  your  present  health 
insurance. 

• Offered  by  the  Mississippi  State  Medical 
Association,  “CancerPay  Plus”  pro- 
vides excellent  benefits  to  physician 
members  of  MSMA,  their  employees  and 
families. 

• Reduced  rates  through  Association  affilia- 
tion 

For  Complete  Details  of  Plan  Call  or  Write: 

Scott  Shappley 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

P.O.  Box  55509 

Jackson,  MS  39296-5509 

(601)  354-5433  — Watts  1-800-898-0251 


• Payroll  deducted  with  groups  as  small 
as  one  participant. 

• Pays  in  addition  to  all  other  insurance, 
including  Medicare. 

• Intensive  Care  and  Dread  Disease  rid- 
ers available. 


Carcinoma  In  Situ  and 
T-1  Squamous  Cell  Carcinoma 
of  the  Glottis:  The  Mississippi 
Baptist  Medical  Center  Experience 


R.  ARNOLD  SMITH,  JR.,  M.D. 

MYRON  W.  LOCKEY,  M.D. 

Jackson,  Mississippi 

Carcinoma  of  the  larynx  is  one  of  the  most 
common  head  and  neck  neoplasms,  representing 
1 .5%  of  all  cancers.  It  presents  as  a clinically  varied 
process  ranging  from  a velvety  red  area  on  the  free 
margin  of  one  vocal  cord  to  a bulky  exophytic  proc- 
ess occupying  large  amounts  of  the  superior  and 
inferior  surfaces  of  both  cords.  Early  stage  squa- 
mous cell  carcinoma  of  the  glottis  can  be  cured  with 
either  radiation  therapy  or  surgery.  Surgery  may 
consist  of  laser  vaporization  of  surface  lesions,  local 
excision  often  with  laser,  cord  stripping,  cordec- 
tomy  or  laryngectomy.  Because  cure  usually  results 
from  any  of  these  modalities,  optimal  treatment  must 
be  determined  by  the  modality  with  the  highest  rate 
of  cure,  the  most  satisfactory  preservation  of  normal 
voice  quality,  and  the  least  cost  to  the  patient  in 
time  and  money.  At  the  Mississippi  Baptist  Medical 
Center  (MBMC)  primary  treatment  for  most  patients 
with  early  invasive  vocal  cord  cancer  has  been  ra- 
diotherapy, while  the  initial  treatment  of  carcinoma 
in  situ  is  more  varied.  This  report  is  to  review  the 
overall  institutional  experience  and  to  specifically 
analyze  surgical,  radiotherapeutic,  and  combined 
control  rates  as  well  as  voice  quality  resulting  from 
different  treatment  options. 

Methods  and  Materials 

All  63  cases  of  squamous  cell  carcinoma  confined 
to  the  vocal  cords  or  anterior  commissure  which 
have  presented  to  MBMC  during  the  six-year  period 
from  the  inception  of  our  tumor  registry  in  January 


From  the  Department  of  Radiation  Oncology,  Mississippi  Bap- 
tist Medical  Center,  Jackson,  Mississippi  (Dr.  Smith). 

Dr.  Lockey  is  engaged  in  the  private  practice  of  otolaryngology/ 
head  and  neck  surgery  in  Jackson,  MS. 


This  report  is  a retrospective  analysis  of 
62  patients  treated  for  early  glottic  carci- 
noma during  the  six-year  period  of  January 
1982  through  December  1987.  The  authors 
report  that  the  cancer  has  been  controlled 
in  100%  of  patients.  For  invasive  stage  1 
tumors  the  radiation  cure  rate  is  42  of  45 
patients  or  93%,  and  voice  quality  after 
treatment  was  usually  normal.  Surgically 
treated  tumors  are  usually  confined  to  one 
vocal  cord.  Primary  surgery  with  laser  or  cord 
stripping  ultimately  led  to  tumor  control  and 
voice  preservation  in  all  eleven  patients 
treated  although  two  required  salvage  with 
radiotherapy  and  mild  but  acceptable 
hoarseness  was  a usual  sequel. 


of  1982  until  December  of  1987  are  included  in  this 
analysis.  All  follow-up  data  was  obtained  and  ver- 
ified through  the  MBMC  tumor  registry.  A total  of 
57  patients  have  been  followed  for  at  least  two  years 
after  diagnosis,  and  all  patients  for  a minimum  of 
16  months.  No  patients  were  lost  to  follow-up.  Pa- 
tient distribution  by  age  and  sex  can  be  found  in 
Table  2.  Patients  were  staged  primarily  according 
to  the  1983  AJCC  staging  system  (See  Table  1). 
The  substaging  of  AJCC  stage  1 was  after  Man- 
denhall  et  al.‘  An  analysis  of  initial  treatment  by 
stage  is  presented  in  Table  3.  All  radiation  therapy 
patients  were  treated  with  megavoltage  equipment 
using  the  following  beams:  Cobalt  Co“  (44)  and  6 
MEV  X-Ray  (1).  All  patients  were  treated  with  a 
continuous  course  of  therapy  and  two  lateral  op- 
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posing  fields  treated  once  daily.  Field  sizes  by  col- 
limator setting  range  from  5 x 5.5  (27.5  square 
centimeters)  to  7 x 7 (49  square  centimeters),  with 
an  average  36.6  centimeters  or  approximately  6 x 
6 centimeters.  The  full  dose  plateau  of  these  fields 
must  be  reduced  by  Vi  cm  on  all  lateral  margins  due 
to  the  characteristic  penumbra  of  cobalt  beams  and 
the  convention  of  defining  collimator  setting  at  the 
50%  isodose  line.  Only  two  patients  were  treated 
with  fields  smaller  than  30  square  centimeters.  With 
the  exception  of  a single  patient,  all  patients  were 
treated  using  wedge  filters  to  obtain  a more  uniform 
dose  distribution.  Neck  contours  were  generally  ob- 
tained using  a plaster  cast,  and  computer  assisted 
treatment  plans  were  then  formulated  and  optimized 
to  avoid  dose  excesses  or  dose  inadequacies.  Be- 
cause of  the  normal  keel-like  shape  of  the  thyroid 
cartilage  and  adjacent  structures,  the  dose  distri- 
bution of  bilateral  opposing  fields  is  inhomogeneous 
and  suboptimal  without  special  effort  to  compensate 
for  this  contour  irregularity.  The  tumor  dose  was 
specified  to  a volume  that  would  encompass  the 
tumor  with  a two  1 1/2  to  2 cm  margin  as  determined 
by  computer  generated  dosimetry,  most  commonly 
designated  at  the  96%  of  maximum  isodose  line. 
The  frequency  of  daily  radiation  fraction  sizes,  the 
total  dose  employed  at  that  daily  fraction  rate,  and 
the  failure  rate  for  the  fraction  sizes  are  described 
in  Table  4. 


TABLE  1 

EARLY  GLOTTIC  STAGING  SYSTEM  EMPLOYED 


T1  - Non  invasive  carcinoma  (carcinoma  in  situ) 

TI  - Invasive  carcinoma  without  fixation 

Tla  Involvement  of  one  vocal  cord  only  with  or  without  anterior 
commissure  involvement 
Tib  Involvement  of  both  vocal  cords 


TABLE  2 

AGE  AND  SEX  AT  PRESENTATION 


Sex: 

Male 

- 57  or  90% 

Female 

- 6 or  10% 

Age: 

under  44 

- 1 or  2% 

50-59 

- 12  or  19% 

60-69 

- 31  or  49% 

70-79 

- 18  or  29% 

80- 

- 1 or  2% 

All  patients  had  at  least  Va  centimeter  of 

field  fall  off  anteriorly. 

Patients’  fields  were 

tioned  using  simulator  and  external  landmarks  and 
extended  from  thyrohyoid  membrane  above  to  cri- 
coid cartilage  below. 


Figure  I . Illustration  showing  a tumor  of  the  right  mid  vocal  cord  (at  left)  and  (at  right)  the  type  of  laser  excision 
appropriate  for  its  removal. 
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TABLE  3 

NUMBER  OF  PATIENTS  TREATED  (FAILURES  OF  INITIAL  TREATMENT)  BY  STAGE  AND  PRIMARY  TREATMENT  MODALITY 


Stage 

Radiation  Therapy 
± Stripping 

Laser 

Excision  by 
Cord  Stripping 

Radical  Surgery 

Radical  Surgery  with 
Radiation  Therapy 

TO  (CIS) 

2(1) 

2(1) 

2(1) 

0 

0 

T-la 

29(1) 

7(1) 

2(2) 

1(0) 

1(0) 

T-lb 

15(2) 

1(0) 

1(0) 

0 

0 

The  Sharplan  CO2  laser  model  743  by  Laser  In- 
dustries Ltd.  was  placed  in  service  at  this  institution 
in  February  of  1983.  This  instrument  has  been  used 
to  treat  nine  Tla  and  one  Tib  glottic  cancers  during 
the  time  interval  under  analysis.  An  illustration  of 
the  type  of  resection  which  may  readily  be  per- 
formed with  this  instrument  appears  in  Figure  1 . 

Results 

There  were  no  deaths  from  glottic  cancer  or  from 
the  treatment  of  cancer.  No  one  is  known  to  have 
currently  active  disease.  Twelve  patients  have  died 
of  unrelated  causes,  three  of  lung  cancer  and  nine 
of  nonmalignant  disease.  Patients  developing  re- 
currence and  interval  to  recurrence  are  described  in 
Table  4.  One  patient  with  excision  as  primary  treat- 
ment recurred  as  a T2  lesion  with  this  classification 
based  on  restriction  of  cord  movement.  This  patient 
remains  cured  after  6160  cGy  at  220  cGy/day  to 
limited  fields.  A second  patient  initially  treated  with 
laser  was  recurrent  after  only  a two  month  interval 
and  remains  cured  after  salvage  with  5500  cGy  at 
220  cGy/day. 

Laser  controlled  six  of  seven  T1  lesions  initially 
and  was  used  successfully  as  salvage  for  the  recur- 
rent disease  in  the  only  failure  after  initial  laser 
excision.  A survey  of  voice  quality  was  obtained 
of  eight  patients  treated  with  laser  primarily  and  of 
17  initially  irradiated  Tla  patients  who  could  be 
reached  for  analysis.  The  results  of  this  voice  quality 
survey  reveal  that  14  of  17  irradiated  patients  have 
normal  voice,  while  only  two  of  seven  patients  with 
invasive  squamous  cell  cancer  treated  by  laser  re- 
main completely  normal,  although  voice  quality  was 
usually  deemed  by  the  patients  to  be  satisfactory. 
The  results  of  this  voice  quality  survey  can  be  seen 
in  Table  6. 

Discussion 

There  is  a major  conceptual  realization  gaining 
force  in  the  radiobiological  understanding  of  head 
and  neck  carcinoma.  This  realization  is  that  a daily 
dose  rate  of  180-200  cGy  are  suboptimal  for  pro- 


TABLE  4 

REVIEW  OF  DOSE  AND  FRACTIONATION  PARAMETERS 
EMPLOYED  IN  IRRADIATED  PATIENTS 


# Patients 

Daily  Dose  (cGy) 

Total  Dose 

# Failed 

1 

200 

6000 

0 

8 

210 

6072-6630 

0 

14 

220* 

5500-6380 

4 

23 

225t 

5625-6075 

0 

* 7 patients  to  5500  cGy;  4 patients  to  6160  cGy;  2 patients  to  638U 
cGy 

t 13  patients  to  5850  cGy;  8 patients  to  6075  cGy 


ducing  cure  in  virtually  all  squamous  cell  carcinoma 
sites  of  the  head  and  neck  excepting  only  lym- 
phoepithelioma  of  the  nasopharynx.  With  both  lo- 
calized and  systemic  cytotoxic  approaches  intensity 
of  treatment  has  become  a major  concern,  as  the 
direct  relationship  of  intensity  to  tumor  cure  has 
become  more  clearly  defined.  With  radiotherapy  for 
head  and  neck  squamous  cancer  a much  more  ef- 
fective dose  rate  than  200  cGy  per  day  resulting  in 
a 15%  increase  in  cure  rates^  for  most  advanced 
tumors  is  220-240  cGy  per  day,  five  days  per  week. 

There  have  been  many  attempts  to  lessen  the  acute 
morbidity  of  intense  treatment  schedules  with  such 
strategies  as  lessening  the  daily  fraction  size  or  pro- 
viding gaps  (“rests”)  during  the  course  of  treat- 
ment. All  these  morbidity  lessening  techniques  lessen 
the  cure  rate  as  well.  The  hard  lesson  learned  by 
all  this  clinical  research  is  that  the  lining  membranes 
of  the  upper  areodigestive  pathway  and  their  derived 
carcinomas  share  a common  radiosensitivity,  and 
only  by  treatment  regimens  severely  toxic  to  mu- 
cous membrane  surfaces  can  optimal  tumor  destruc- 
tion be  obtained.  Any  intentional  or  unintentional 
delays  (such  as  machine  down  time)  degrade  cure 
probability.  Far  better  is  it  to  take  analgesics  and 
suffer  a severely  sore  throat  for  two  months  than  to 
require  largyngectomy  for  radiation  failure. 

While  the  University  of  Florida'  reported  a 93% 
control  rate  for  irradiated  T1  cancer,  they  recog- 
nized a significantly  increased  rate  of  recurrence 
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TABLE  5 

ANALYSIS  OF  RECURRENCES  BY  STATE,  INTERVAL  TO  RECURRENCE  AND  SALVAGE  TREATMENT 


Date  of 
Diagnosis 

Initial 

Stage 

Initial 

Treatment 

Recurrence 

Date 

Recurrence 

Treatment 

Interval  to 
Recurrence 

3/82 

T-lb 

XRT 

6/82 

Laryngectomy 

3 mo 

11/82 

CIS 

XRT 

2/84 

Hemilaryngectomy 

15  mo 

12/86 

T-lb 

XRT 

10/87 

Laryngectomy 

10  mo 

8/87 

T-la 

XRT 

3/88 

Laryngectomy  -1- 
Node  Dissection 

7 mo 

3/85 

T-la 

Stripping 

6/86 

Laser 

15  mo 

6/85 

CIS 

Stripping 

9/86 

Stripping 

15  mo 

7/85 

T-la 

Stripping 

7/86 

XRT 

12  mo 

8/85 

T-la 

Laser 

2/88 

Laser 

30  mo 

6/87 

CIS 

Laser 

8/87 

XRT 

2 mo 

TABLE  6 

VOICE  QUALITY  ASSESSMENT  AFTER  TREATMENT 

Treatment 

Modality 

Total  Treated 
(patients  surveyed) 

Normal 

Voice 

Slightly 

Impaired 

Noticeably 

Hoarse 

Seriously 

Hoarse 

T-0 

laser* 

2(1) 

1 

0 

0 

0 

T-la 

laser* 

7(1) 

2 

3 

1 

0 

T-lb 

laser 

1 

0 

1 

0 

0 

Tla 

radiotherapy  -1- 

29(17) 

14 

2 

1 

0 

* One  laser  treatment  patient  had  expired  and  one  had  been  irradiated  for  salvage. 

+ Eight  patients  expired,  one  had  radical  surgery  before  treatment,  one  had  laryngectomy  for  recurrence,  and  two  could  not  be  reached. 


with  bilateral  lesions,  these  lesions  being  controlled 
only  76%  of  the  time  at  doses  of  6100-7000  cGy 
even  with  large  fractions.  Our  cure  rate  of  12/14  or 
86%  with  Tib  lesions  is  clearly  worse  than  the  con- 
trol rate  of  28/29  or  97%  with  Tla  lesions.  Both 
Tib  failures  received  6160  cGy  at  220  cGy/day. 

To  safely  administer  dose  rates  of  225-240  cGy 
per  day  for  more  advanced  head  and  neck  tumors 
requiring  much  larger  fields,  twice  daily  hyperfrac- 
tionation and  intensive  nutritional  support  must  be 
employed.  Single  large  daily  doses  with  large  fields 
cause  severe  late  toxicity  to  connective  tissue  with 
an  unacceptable  incidence  of  edema,  fibrosis,  and 
necrosis  if  radical  dose  levels  are  reached.  Twice 
daily  hyperfractionation  circumvents  this  problem. 
With  early  vocal  cord  lesions  one  treatment  daily 
has  tolerable  acute  and  late  phase  toxicity  because 
of  the  limited  size  of  the  field.  The  radiological 
explanation  for  acceptable  tolerance  in  relatively 
small  glottic  laryngeal  fields  receiving  large  daily 
fractions  is  that  necrosis  and  other  late  phase  mor- 
bidity is  clearly  directly  related  to  the  total  volume 
of  tissue  irradiated  to  a potentially  dangerous  dose. 

At  MBMC  T1  larynx  carcinoma  was  treated  to 


6000  cGy  in  six  weeks  for  several  years  ending 
1974,  and  then  to  7000  cGy  in  seven  weeks  between 
1974  and  1980.  While  the  cure  rate  seemed  to  mar- 
ginally improve  with  higher  total  dose  as  had  been 
described  in  the  literature,  one  patient  had  a serious 
necrosis  with  attempted  surgical  salvage,  and  the 
merits  of  this  high  dose  schedule  became  increas- 
ingly questionable.  In  1981  there  was  a transition 
to  the  University  of  Florida  schedule  advocated  by 
Dr.  Rodney  Million'  of  225  cGy  daily  up  to  a dose 
of  close  to  6000  cGy.  We  believe  this  change  was 
critical  in  improving  the  cure  rate  and  allowed  this 
improvement  in  cure  rate  while  still  preserving  ad- 
equate soft  tissue  reserve  for  low  risk  surgical  sal- 
vage procedures. 

We  continue  to  believe  that  cobalt  energy  offers 
reassuring  back  scatter  and  dose  distribution  char- 
acteristics in  the  air  containing  volumes  around  the 
larynx.  Cobalt  machines  are  generally  more  reliable 
than  linear  accelerators  with  less  risk  of  major  treat- 
ment interruption  which  might  significantly  degrade 
treatment  intensity.  The  vulnerability  of  linear  ac- 
celerations to  down  time  becomes  an  increasingly 
troublesome  problem  with  higher  energy  machines. 
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We  continue  to  believe  that  cobalt  beams  properly 
modified  by  compensating  filters  are  the  optimal 
energy  for  T1  larynx  treatment,  and  we  believe  that 
this  report  is  compatible  with  that  position. 

Total  dose  is  also  a major  source  of  controversy 
in  radiation  therapy.  In  1981  Princess  Margaret 
Hospital  in  Toronto,  Canada,  published  an  influ- 
ential paper^  recommending  5500  cGy  in  five  weeks, 
and  stating  that  total  dose  over  the  range  of  5500 
to  7000  cGy  had  no  relation  to  control  rate  with  T1 
larynx  carcinoma.  The  rate  of  tumor  control  with 
5500  cGy  was,  however,  only  86%  as  opposed  to 
89  and  93%  in  large  series  from  the  M.D.  Anderson 
HospitaP  and  the  University  of  Florida,'  institutions 
where  the  fraction  size  was  not  only  larger  than  200 
cGy  per  day,  but  the  total  dose  was  generally  in 
excess  of  6000  cGy.  It  is  now  a well  established 
fact  that  dose  increments  of  300-500  cGy  make  sig- 
nificant changes  in  control  rates  for  many  sites  of 
head  and  neck  squamous  cell  carcinoma.  A com- 
parison of  the  results  described  here  with  other  pub- 
lished reports  is  found  in  Table  6.  We  support  the 
conclusion  of  Dr.  Million  and  associates'  that  a 
dose-effect  relationship  can  be  discerned. 

At  the  request  of  one  referring  physician  we  treated 
seven  patients  with  5500  cGy  in  five  weeks  and  one 
of  these  patients  with  a diagnosis  with  carcinoma 
in  situ  failed  requiring  hemilaryngectomy.  There 
were  22  patients  treated  at  225  cGy  per  day  and 
none  failed. 

The  University  of  Florida'  has  recommended  a 
relatively  high  dose  of  6300-6525  cGy  in  Tib  le- 
sions because  their  data  supports  increasing  cure 
rates  as  a function  of  dose  time  trend  in  four  of 
seven  subgroups  of  glottic  cancer  studied,  and  their 
failures  were  much  more  common  with  the  bulkier 
tumor  masses  characteristic  with  the  Tib  substage. 
Since  two  of  our  four  recurrences  were  in  patients 
treated  to  below  this  range  and  since  Florida  had  0/ 
86  moderate  to  severe  complications  in  the  6000- 
6600  cGy  dose  range  at  225-255  cGy/dose,  we  are 
planning  to  use  slightly  higher  total  doses  at  this 
institution  in  the  future  for  Tib  lesions.  Our  one 
significantly  hoarse  patient  (see  Table  6)  with  a 
radically  irradiated  Tla  lesion  also  received  the 
highest  dose  6600  cGy  and  the  margin  for  main- 
taining excellent  voice  quality  and  producing  cure 
may  be  fine  at  the  higher  dose  levels  under  consid- 
eration here. 

We  believe  that  surgical  and  radiotherapeutic 
management  of  T1  glottic  cancer  has  improved  sig- 
nificantly in  the  last  decade.  Data  here  presented 
suggests  a cure  rate  rise  from  85%  to  93%  with 
radical  radiotherapy  is  reliably  possible  and  we  look 


TABLE  7 

LITERATURE  REVIEW  OF  RADIATION  THERAPY 
CONTROL  RATES 


Institution 

TI  Cases 
Primarily 
Treated 

Ultimate 

Local  Local 

Control*%  Control*% 

Princess  Margaret  Hospital’ 

333 

86 

n.d. 

M.  D.  Anderson  Hospital" 

332 

89 

98 

U.  of  Maryland* 

U.  of  California  at  San 

86 

92 

99 

Francisco’ 

183 

80 

97 

U.  of  Florida’ 

184 

93 

97 

Harvard* 

723 

90 

n.d. 

MBMC  (present  series) 

44 

93 

100 

*No  exclusions 
n.d.  = No  Data 


upon  this  data  as  further  significant  support  to  the 
conclusion  reached  by  Million  et  al'  that  the  sched- 
ule they  devised  is  superior.  We  believe  the  Uni- 
versity of  Florida  fractionation  schedule  represents 
a significant  advance  in  glottic  cancer  treatment, 
just  as  twice  daily  hyperfractionation^  seems  to  be 
a significant  advance  for  more  advanced  cancer. 

Tib  glottic  lesions  are  a treacherous  group  and 
must  be  treated  more  aggressively  since  a large  per- 
centage of  T1  glottic  radiation  failures  are  attrib- 
utable to  the  more  advanced  Tib  substage.'  It  also 
seems  appropriate  to  begin  consideration  of  the  mer- 
its of  120  cGy  twice  daily  hyperfractionation  in 
bulky  Tib  lesions  to  more  effectively  dissociate  acute 
phase  tissue  (glottic  mucosa  and  its  derived  carci- 
nomas) damage  and  late  phase  tissue  (cartilage,  blood 
vessel,  etc.  of  mesothelial  origin)  damage,  thereby 
allowing  safe  delivery  of  large  daily  total  doses  and 
higher  totals.  With  major  partial  resection  of  both 
vocal  cords,  voice  quality  usually  deteriorates  un- 
acceptably, limiting  the  practicality  of  surgical  ap- 
proaches for  bulkier  lesions. 

With  cure  rates  of  greater  than  90%  and  normal 
voice  quality  in  most  patients  radiotherapy  must 
continue  to  be  the  standard  against  which  other  treat- 
ments are  measured.  Early  vocal  cord  cancer  may 
be  cured  with  surgical  techniques  like  the  CO2  la- 
ser,’- '°  but  suitable  lesions  must  be  relatively  small 
and  some  compromise  of  voice  quality  usually  fol- 
lows the  use  of  this  technique  (see  Table  6).  The 
results  here  with  laser  therapy  are  encouraging,  and 
the  judicious  use  of  laser  for  small,  well-localized 
Tla  lesions  should  be  considered  if  tumor  removal 
can  be  accomplished  with  minimal  structural  dam- 
age to  the  vocal  cord.  Certainly  the  treatment  can 
be  accomplished  more  swiftly.  Three  of  five  pa- 
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tients  treated  with  cord  stripping  required  treatment 
for  recurrence,  but  two  of  these  were  controlled  by 
salvage  surgical  techniques.  (See  Tables  3 and  5) 
Even  though  the  frequency  of  primary  treatment 
failure  was  clearly  higher  with  laser  or  cord  strip- 
ping, and  the  tendency  for  less  advanced  lesions  to 
be  treated  surgically  is  apparent. 

In  many  areas  of  medicine  the  treatment  alter- 
natives continue  to  expand  rapidly.  The  manage- 
ment of  early  larynx  cancer  is  no  exception  to  this 
general  rule.  The  authors  hope  the  preceding  dis- 
cussion will  assist  the  clinician  in  decisions  con- 
cerning the  not  uncommon  early  laryngeal  cancer. 

★★★ 
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Xhe  Mississippi  State  Medical  Association  and  the  Mississippi  Political  Action 
Committee  recently  sent  a large  delegation  of  physicians  and  their  spouses  to  the 
American  Medical  Association’s  Political  Education  Forum  in  Washington,  D.C. 
In  addition  to  some  very  fruitful  and,  I think,  informative  interaction  with  our 
congressional  delegation,  we  all  experienced  two  days  of  rather  intense  and 
specific  instruction  concerning  medical  and  health  care  issues  in  the  U.S.  Con- 
gress. 

After  our  visit,  I tried  to  think  of  a word  or  a phrase  or  even  several  words 
that  might  describe  my  initial  impressions  of  Congress  and  of  the  law-making 
process.  The  word  that  came  to  my  mind  that  I could  not  shake  from  my  thoughts 
was  “failure.” 

The  word  failure  seemed  to  arise  when  we  looked  at  the  apparent  irresponsibility 
of  our  Congress  in  facing  the  enormous  budget  deficit.  It  is  well  recognized  that 
if  households  or  businesses  were  run  the  way  the  government  is  run,  we  would 
be  in  pitiful  shape.  A household  or  business  would  probably  be  bankrupt.  The 
Congress  has  failed  to  address  the  federal  budget  deficit,  and  this  failure  to 
demonstrate  responsible  statesmanship  was  reinforced  on  October  5,  1989.  While 
we  were  in  Washington,  the  House  of  Representatives  repealed  the  one-year-old 
Catastrophic  Care  law.  The  Catastrophic  Care  bill  was  one  that  would  help  a 
small,  but  very  significant  and  very  needy  segment  of  our  population.  This  was 
a bill  that  we,  as  a medical  society  and  as  organized  medicine,  supported  because 
it  was  self-financed.  Those  who  would  receive  the  care  would  pay  for  it  without 
additional  taxation.  It  would  require  additional  financial  burden  on  a very  small 
number  of  upper  income  individuals.  The  reasons  given  for  repeal  by  the  House 
of  Representatives  members  was  “mailroom  breakdown,”  (a  bureaucratic  term 
that  means  a lot  of  mail).  This  was  orchestrated  by  a small  number  of  elderly 
activists  who  obviously  did  not  fully  understand  anything  except  that  they  wanted 
benefits  free  (a  free  lunch).  It  seems  to  me  that  the  present  generation  of  elderly 
— above  all  others  — should  understand  that  one  never  gets  anything  of  quality 
for  nothing. 

As  I dwelled  a little  bit  longer  on  the  failure  theme,  I was  reminded  that  our 
government  is  a representative  form  of  rule  and  that  people  elect  lawmakers  to 

(Continued  on  page  374) 
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Physicians  Receiving  Reproach 
For  Compliance  with  Policies 

At  a recent  workshop  the  chairman  of  the  com- 
mittee responsible  for  advising  Congress  on  health 
affairs  made  the  following  statement,  “The  problem 
is  that  no  matter  what  we  do,  physicians  find  ways 
of  getting  around  the  system;  for  example,  we  want 
global  billing  — a single  charge  for  a service  ren- 
dered, whereas  physicians  have  found  that  by  frag- 
menting charges,  breaking  a service  rendered  into 
component  parts  and  submitting  a separate  charge 
for  each  part,  the  total  fee  for  that  service  is  greater.” 
This  statement  was  inaccurate  and  inappropriate. 
Physicians  are  not  responsible  for  starting  the  prac- 
tice of  fragmenting  charges.  This  has  been  the  pol- 
icy of  the  Medicare  intermediary  since  the  early 
1970’s. 

In  1972  I submitted  a claim  for  a “Combined 
Resection  of  the  Neck,  Jaw  and  Tongue.”  Payment 
was  denied  because  “There  was  no  such  listing  in 
the  California  Relative  Value  Studies,"  used  at  that 
time  by  the  intermediary.  At  a conference  with  the 
Medicare  intermediary  representative,  I was  told  in 
no  uncertain  terms  that  “the  problem  centered  around 
the  fact  that  I did  not  know  how  to  bill  for  what 
was  done.”  I was  advised  to  follow  the  guidelines 
established  in  the  California  Relative  Value  Studies, 
1969  Edition,  Page  29,  titled  “Surgical  Modifer  — 
50”  which  instructs  the  surgeon  to  break  a multiple 
or  bilateral  procedure  into  component  parts,  select- 
ing one  as  the  primary  procedure,  for  which  a full 
charge  is  submitted,  and  a 50%  charge  for  each 
secondary  procedure.  I followed  their  instructions 
and  the  claim  was  fragmented  into  “Radical  Neck 
Dissection,  Hemimandibulectomy,  Hemiglossec- 
tomy  and  Tracheotomy.  The  total  was  twice  the 
amount  of  the  original  claim;  yet  it  was  promptly 
paid,  and  I was  instructed  to  submit  all  future  claims 
in  that  manner.  This  has  continued  to  be  the  policy 
of  the  intermediary  since  that  time. 

Recently  this  also  has  become  the  policy  of  the 
intermediary  regarding  office  claims  as  well  as  sur- 
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gery.  It  is  now  mandated  that  office  charges  be 
fragmented  before  they  will  be  paid.  I can  no  longer 
submit  an  office  charge  for  “Evaluation  of  Dizzi- 
ness.” Instead,  I must  fragment  the  bill  into  general 
exam,  vestibular  test,  audiogram,  positional  test, 
etc. 

Physicians  are  forced  to  comply  with  the  new 
coding  regulations  under  threat  of  monetary  penal- 
ties, loss  of  Medicare  privilege,  and  imprisonment. 
At  the  same  time  the  intermediaries  are  under  no 
such  restriction. 

On  a recent  occasion  the  diagnosis  of  the  patient’s 
illness  was  not  found  in  the  coding  book  and  the 
intermediary  was  called  as  to  the  proper  steps  to 
take  in  submitting  the  claim.  I was  advised  “to 
select  the  nearest  thing  to  what  the  patient  had  and 
submit  a claim  for  that.”  This  inappropriate  re- 
sponse reflects  the  total  lack  of  understanding  of 
the  part  of  those  administering  the  programs.  The 
really  sad  part  is  that  eight  to  ten  years  from  now 
computer  printouts  of  this  data  will  be  used  by  some 
committee  to  structure  future  regulation. 

The  increasing  complexity  of  submitting  claims 
appears  based  on  the  premise  that  all  physicians  are 
dishonest  and,  therefore,  are  the  cause  of  the  prob- 
lems within  the  system.  For  years  physicians  tried 
to  cope  with  the  system  and  manage  their  own 
claims.  However,  the  increasingly  complex  coding 
and  claim  submission  regulations  have  forced  phy- 
sicians to  hire  consultants,  advisors  and  business 
managers.  In  contrast  to  physicians,  the  regulators 
have  the  full-time  responsibility  of  studying,  dis- 
secting, and  using  the  system  for  maximum  benefit 
of  their  employer.  This,  in  turn,  leads  to  even  more 
regulations,  and  the  circle  goes  on,  getting  tighter 
all  the  time. 

It  was  truly  disturbing  to  hear  the  chief  adviser 
to  Congress  place  the  blame  for  this  type  billing  on 
physicians,  and  therefore,  bring  on  more  regulatory 
changes. 

Myron  W.  Locke y,  M.D. 

Editor 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Aethm;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  aulonOTtic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  K is  to  be  tKited  tiiat  in  male  serual 
performance,  erection  is  linked  to  cholinei^ic  activity  aiKl  to  alpha-2  ad- 
renergic blockade  which  may  tteoretically  result  in  increased  penile  irdlow, 
decreased  penile  outflow  or  twth. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  tncraa% 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosa^ 
although  ^ey  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  h^thalmPc  centers  and 
release  of  posterior  pituitary  horntone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  alequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dos^. 

IwNcations:  Yocon«  is  indicated  as  a sympathicolytic  and  mydriatru:.  It  may 
have  activity  as  an  aphrodisiac. 

Gontraindl^ions:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  ioadoiuate  information  at  hand,  no  pred»  tabulation 
can  be  offered  of  additional  contraindications . 

Warning:  Goterally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Mwfse  Reactions:  Yohimbine  ^ily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’ '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’-^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 4 i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.^ 

How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

Refnrences: 

1.  A.  Morales  et  al,.  New  England  Journal  of  Medi- 

cine:  1221 . November  12, 1981 . 

2.  Goodman.  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. . The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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represent  their  views.  For  a congressman  or  a sen- 
ator to  be  out  of  step  with  the  direction  of  the  “mail 
room”  might  be  political  suicide. 

The  realization  then  struck  me,  that  perhaps  we 
are  the  failure.  We  are  the  part  of  the  system  that 
has  broken  down  — we  who  don’t  regularly  relay 
to  our  representatives  our  ideas  and  solutions  to 
problems  that  plague  our  patients  and  the  American 
health  care  system;  we  who  don’t  get  actively  in- 
volved in  the  political  process;  we  who  don’t  sup- 
port the  candidates  who  share  our  views  and  values 
with  donations,  suggestions,  and  yes,  education 
concerning  the  issues. 

Our  impressions  of  the  Mississippi  congressional 
delegation  was  one  of  respect  and  admiration.  We, 
as  a group  of  Mississippi  physicians  and  spouses, 
were  most  impressed  with  our  congressmen’s  desire 
to  understand  health  care  issues  better  and  to  ade- 
quately address  our  concerns.  It  was  generally  felt 
by  the  majority  of  us  on  the  trip  that  we  needed  to 
keep  our  congressional  delegation  much  better  in- 
formed concerning  the  issues  that  are  dear  to  our 
hearts.  It  is  our  responsibility  as  a medical  associ- 
ation and  as  individuals  to  keep  them  better  in- 
formed. This  should  also  become  the  predominant 
charge  of  our  Council  on  Legislation  and  our  MPAC 
Board.  We  have  not  done  this  as  well  as  we  should 
have. 

Therefore,  I urge  each  of  you  to  join  MPAC/ 
AMPAC.  I encourage  you  to  become  actively  in- 
volved in  a political  campaign.  Be  sure  that  your 
family  and  your  office  staff  are  registered  and  vote. 
Communicate  your  views  to  your  legislators,  con- 
gressmen, or  senators  regularly.  Invite  your  con- 
gressman’s health  adviser  to  spend  a typical  day 
with  you  in  your  practice.  I am  totally  convinced 
that  political  activity  can  make  a difference. 

“Take  part  or  get  taken  apart.”  “Attend  to  the 
business  of  politics  or  you  may  have  no  business  to 
attend  to” — because  of  a“mailroom  breakdown.” 
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MSMA  Staff 
Changes  Announced 

MSMA  Executive  Director  Charles  L.  Mathews 
announced  several  changes  in  the  administrative  staff 
last  month. 

William  F.  (Bill)  Roberts  has  rejoined  the  MSMA 
staff  in  a new  position  of  Assistant  Executive  Di- 
rector and  General  Counsel.  Roberts  has  been  on 
the  staff  of  the  American  Medical  Association  for 
several  years,  serving  as  Legislative  Counsel  in  the 
AMA’s  Washington  office  and  more  recently  as 
Director  of  the  Division  of  Medical  Society  Rela- 
tions in  the  AMA’s  Chicago  office.  Roberts  for- 
merly was  chief  lobbyist  for  MSMA. 

Clare  Elliott  has  been  named  Director  of  Legis- 
lative Activities.  She  has  been  on  the  MSMA  staff 
since  1987,  serving  as  Assistant  Director  of  Gov- 
ernmental Relations.  Bucky  Murphy,  formerly  Di- 
rector of  Governmental  Relations,  resigned  from  the 
MSMA  staff  in  October  to  pursue  private  business 
interests. 

Other  staff  members  include:  Davis  Richards,  As- 
sistant Executive  Director  and  Controller;  Jackye 
Wiebelt,  Director  of  Member  Insurance  Programs; 
Patsy  Silver,  Director  of  Communications  and  Spe- 
cialty Services;  Barbara  Shelton,  Director  of  Mem- 
bership and  Auxiliary  Services;  Lora  Lane,  Coor- 
dinator of  Service  Programs;  and  Kay  Gatewood, 
Coordinator  of  Secretarial  Services. 

Support  staff  includes:  Robert  Kidd,  Assistant 
Controller;  Lucy  Spence,  Secretary/Bookkeeper; 
Tammy  McGarrh,  Secretary/Receptionist;  and  (in 
the  MSMA  Benefit  Plan  and  Trust)  Debbie  Wright, 
Assistant  to  the  Administrator;  Scott  Shappley, 
Marketing  Representative;  Pam  Brantley,  Secre- 
tary; Paige  Shelton,  Clerk;  and  Debra  Collins, 
Kathy  Stringer,  and  Debbie  Cannon,  Claims  Ad- 
justors. David  Lowe,  a student  at  Millsaps  College, 
has  recently  joined  the  MSMA  staff  as  Mail  Clerk. 

MSMA  Members  Receive 
Physician's  Recognition  Award 

Twelve  MSMA  members  were  named  recipients 
of  the  AMA  Physician’s  Recognition  Award  during 
the  period  July-September  1989.  They  are:  Drs. 
Gloria  Jean  Butler  of  Port  Gibson;  Bertin  C.  Chevis 


of  Bay  St.  Louis;  Robert  Franklin  Cooper  of  Oxford; 
Walter  E.  Dawkins  of  Natchez;  Alan  E.  Freeland 
of  Jackson;  Donald  K.  Gaddy  of  Gulfport;  Ben  J. 
Kitchings  of  Long  Beach;  Robert  H.  Middleton  of 
Biloxi;  Paul  H.  Moore  of  Pascagoula;  William  Jo- 
seph Preau  of  Moss  Point;  Cynthia  K.  Undesser  of 
Brandon;  and  Terry  E.  Westbrook  of  McComb. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two  or  three  years.  For  a one-year  award, 
physicians  report  50  hours  of  continuing  medical 
education,  including  20  hours  of  Category  1;  for 
the  two-year  award,  physicians  report  100  hours  of 
CME,  including  40  hours  of  Category  1;  and  for 
the  three-year  award,  physicians  report  150  hours 
of  CME,  60  of  which  are  Category  1. 


MSMA  Honors  Dr.  Guyton 
At  CMS  Meeting 


Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  for  health 
affairs,  presented  a resolution  of  appreciation  to  Dr. 
A.  C.  Guyton  during  Central  Medical  Society’s  October 
meeting.  The  resolution  was  passed  by  MSMA  House  of 
Delegates  in  June,  as  a tribute  to  the  retiring  Dr.  Guyton. 
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Alcorn  County  Medical  Society 
Honors  Dr.  J.  T.  Davis 


MSMA  Executive  Director  Charles  Mathews,  left,  was 
among  guests  at  a reception  honoring  Dr.  and  Mrs. 
J.  T.  Davis  of  Corinth,  at  right.  The  reception  was  held 
by  Alcorn  County  Medical  Society  in  recognition  of  Dr. 
Davis’  retirement  from  the  practice  of  medicine  and  as 
a tribute  to  his  many  contributions  to  the  profession  and 
the  community. 


UNC  Announces 
Faculty  Appointments 

Five  have  been  named  in  faculty  appointments  in 
the  Schools  of  Medicine  and  Nursing  and  center- 
wide at  the  University  of  Mississippi  Medical  Cen- 
ter for  the  current  academic  session. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  for 
health  affairs,  announced  the  appointments  follow- 
ing approval  by  the  Board  of  Trustees  of  State  In- 
stitutions of  Higher  Learning. 

School  of  Medicine  appointments  were  Dr.  Ra- 
jinder  K.  Arora,  assistant  professor  of  pediatrics  and 


director  of  pediatric  intensive  care;  Dr.  Holly  H. 
Peeples,  instructor  in  family  medicine;  and  Dr. 
Thomas  S.  Roberts,  assistant  professor  of  or- 
thopedic surgery. 

In  the  School  of  Nursing,  Mandaville  N.  Bower 
was  named  associate  professor  of  nursing. 

Centerwide,  Dr.  Susan  E.  Wellman  was  ap- 
pointed assistant  professor  of  pharmacology  and 
toxicology. 

Dr.  Arora  attended  Hans  Raj  College  at  the  Uni- 
versity of  Delhi,  India,  and  earned  the  MBBS  in 
1974  at  Maulana  Azad  Medical  College  at  the  Uni- 
versity of  New  Delhi.  He  took  his  internship  and 
residency  at  Irwin  Hospital  in  New  Delhi,  followed 
by  a residency  at  Louisiana  State  University  Med- 
ical Center,  and  fellowships  at  Tulane  University 
Medical  Center,  Children’s  Hospital  of  Pittsburgh 
and  Children’s  Hospital  of  Michigan.  He  has  been 
on  faculty  at  the  University  College  of  Medical  Sci- 
ences in  New  Delhi  and  at  the  Children’s  Hospital 
of  Michigan,  and  on  the  clinical  faculty  of  Louisiana 
State  University  Medical  Center  and  the  Medical 
College  of  Ohio.  He  was  in  private  practice  in  pe- 
diatric-pulmonary and  critical  care  medicine  at 
Maumee,  Ohio  before  coming  to  the  Medical  Cen- 
ter. 

Dr.  Peeples  earned  the  BA  in  biology  and  the  BA 
in  French,  summa  cum  laude,  in  1979  at  Ole  Miss 
and  the  MD  in  1984  at  the  University  of  Mississippi 
Medical  Center,  where  she  took  her  internship  and 
completed  her  residency  in  family  medicine  prior 
to  her  appointment  to  the  Medical  Center  faculty. 

Dr.  Roberts  earned  the  BA  summa  cum  laude  in 
1978  at  Louisiana  Tech  University  and  the  MD  in 
1982  at  Louisiana  State  University.  He  took  his 
internship  and  residency  at  the  University  of  Ar- 
kansas for  Medical  Sciences  at  Little  Rock  followed 
by  a fellowship  at  LSU  in  knee  and  sports  medicine. 

Ms.  Bower  earned  the  BSN  in  1955  at  the  Uni- 
versity of  Virginia  and  the  MSN  in  1974  at  the 
Medical  Center.  She  has  been  on  the  nursing  staff 
at  Bedford  Memorial  Hospital  in  Virginia,  the  Med- 
ical College  of  Virginia,  University  of  Virginia  Hos- 
pital and  the  University  of  Mississippi  Medical  Cen- 
ter, where  she  was  assistant  professor  of  nursing 
from  1974-1986.  She  has  been  a staff  nurse  at  Mis- 
sissippi Baptist  Medical  Center  since  1988. 

Dr.  Wellman  earned  the  BS  in  1976  at  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  and  the 
PhD  in  1986  at  Florida  State  University.  She  took 
her  postgraduate  training  at  the  University  of  Mis- 
sissippi Medical  Center,  where  she  was  a National 
Institutes  of  Health  postdoctoral  fellow  since  1987. 
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Gilmore  Memorial  Scholarship 
Presented  to  Nursing  Student 


Review  A Book 


Dr.  William  Henderson,  left,  chief  of  staff  at  Baptist 
Memorial  Hospital-North  Mississippi,  and  Mrs.  Eula 
Gilmore,  center,  talk  with  Denise  Clement,  recipient  of 
the  James  O.  Gilmore  Memorial  Nursing  Scholarship. 
The  award  is  given  by  the  medical  staff  of  the  hospital 
to  an  outstanding  student  of  the  Oxford  area  who  is 
enrolled  in  the  bachelor  of  science  registered  nursing 
program  at  the  University  of  Mississippi  School  of  Nurs- 
ing in  Jackson.  (Photo  by  Bruce  Newman  of  The  Oxford 
Eagle.) 


The  following  books  have  been  received  by  the 
Journal  MSMA.  Members  of  MSMA  interested 
in  reviewing  one  of  these  volumes  should  address 
requests  to  the  Editor.  After  submitting  a review  for 
publication,  you  may  keep  the  book  for  your  per- 
sonal library. 

Health  Risks  and  the  Press:  Perspectives  on  Media 
Coverage  of  Risk  Assessment  and  Health.  Mike 
Moore,  Editor.  The  Media  Institute,  Washington, 
DC  and  The  American  Medical  Association,  Chi- 
cago, IL.  $12.95.  1989. 

Guide  to  Clinical  Preventive  Services:  An  Assess- 
ment of  the  Effectiveness  of  169  Interventions.  (Re- 
port of  the  U.S.  Preventive  Services  Task  Force). 
Michael  Fisher,  Editor.  Williams  & Wilkins,  Bal- 
timore. 1989. 


PHYSICIANS 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification  as 
General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
‘Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  24-28, 
1990,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  122nd  Annual  Session, 
May  30-June  3,  1990,  Jackson.  Charles  L.  Mathews,  Ex- 
ecutive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jack- 
son  39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
July  25-28,  1990,  Gulf  Shores,  AL.  Leontine  Stevens,  Ex- 
ecutive Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. FredG.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr., 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  D.  Winn  Walcott,  Secy.,  2173  South 
Lamar,  Oxford  38655.  Counties:  Benton,  Lafayette,  Mar- 
shall, Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 
Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 

Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
of  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)’’  and  the  Council  on  Medical  Education  of  the 
MSMA.  Information  concerning  CME  programs  for  physicians 
offered  by  these  accredited  sources  may  be  obtained  by  writing 
the  Director,  Continuing  Medical  Education,  at  the  individual 
institution  or  organization. 

Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Street 
Tupelo.  MS  38801 

Forrest  General  Hospital 

Mamie  Street  and  Highway  49  South 
Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  Stale  Street 
Jackson.  MS  39202 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Seargeant  Prentiss  Dr. 

Natchez.  MS  39120 

King’s  Daughter  Hospital 
Highway  51  N. 

Brookhaven.  MS  39601 

Charter  Hospital  of  Jackson 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
150  Reynoir  St. 

Biloxi.  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  39301 

Mercy  Regional  Medical  Center 
100  McAuley  Dr. 

Vicksburg.  MS  39180 


Golden  Triangle  Regional  Medical  Center 
2520  Fifth  St..  North 
Columbus.  MS  39701 

Northwest  Mississippi  Regional  Medical  Center 
Hospital  Dr. 

Clarksdale.  MS  38614 

North  Panola  County  Hospital 
1-55  at  Highway  315 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Ave. 

Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1401  River  Rd. 

Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayeite  County  Hospital 
Highway  7.  South 
Oxford.' MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 

Delta  Medical  Center 
1400  E.  Union 
Greenville.  MS  39704 

Methodist  Hospital 
5001  W.  Hardv  St. 

Hattiesburg.  M'S  39401 
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ViNOD  K.  Anand  of  UMC  presented  a course  at 
the  American  Academy  of  Otolaryngology/Head  and 
Neck  Surgery  meeting  in  New  Orleans. 

Dudley  S.  Burwell  of  Biloxi  has  been  certified 
by  the  American  Board  of  Orthopaedic  Surgery. 

George  Bush  of  Laurel  was  installed  as  president 
of  the  Mississippi  Academy  of  Family  Physicians. 
James  Stingily  of  Pascagoula  was  named  presi- 
dent-elect. 

George  L.  Cain  announces  the  opening  of  his  prac- 
tice of  family  medicine  at  Corinth  Medical  Center. 

C.  Ron  Cannon  of  Jackson  was  co-author  of  a 
paper  published  by  Year  Book  Medical  Publishers. 

Robert  Coltharp  of  Hattiesburg  was  inducted  as 
a fellow  of  the  American  Society  for  Head  and  Neck 
Surgery  in  San  Francisco. 

Dawson  B . Conerly  of  Hattiesburg  has  announced 
his  retirement  as  medical  director  of  the  Lowery  A. 
Woodall  Outpatient  Surgery  Facility. 

Bryan  Cowan  of  UMC  spoke  to  the  Vicksburg 
Ob-Gyn  Society  and  lectured  at  Providence  Hos- 
pital’s continuing  education  meeting  in  Detroit, 
Michigan. 

SuRESH  Chintamoneni  announces  the  opening  of 
his  practice  of  general  surgery  at  Community  Med- 
ical Center  at  307  West  Dewey  Street  in  Lucedale. 

Robert  Culpepper  has  been  appointed  residential 
program  director  of  CPC  Sand  Hill  Hospital  in  Gulf- 
port and  has  opened  his  office  for  the  practice  of 
psychiatry  at  Oak  Lane  Professional  Center  in  Or- 
ange Grove. 

C.  Ralph  Daniel  III  of  Jackson  made  several  pres- 
entations on  nail  disorders  at  a symposium  spon- 
sored by  Columbia  University  in  New  York. 

Sum  AN  Das  of  UMC  presented  papers  at  the  World 
Congress  of  Surgery  in  Toronto,  Ontario,  Canada. 

James  R.  Day  has  associated  with  Infants,  Children 
and  Adolescent  Clinic,  804  Garfield  Street  in  Tu- 
pelo, for  the  practice  of  pediatrics. 

Owen  Evans  of  UMC  spoke  at  the  Vicksburg  Pe- 
diatricians and  Family  Practitioners  meeting. 


Richard  J.  Field,  Jr.  of  Centreville  spoke  at  a 
meeting  of  the  New  Mexico  Chapter  of  the  Amer- 
ican College  of  Surgeons  in  Albuquerque. 

Margaret  M.  Glynn  has  associated  with  the  Street 
Clinic  in  Vicksburg  for  the  practice  of  pediatrics. 

Walter  Gough  of  Drew  has  been  recertified  as  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Barney  J.  Guyton  of  Tupelo  was  speaker  at  a 
seminar  on  colon  cancer  sponsored  by  the  North 
Mississippi  Medical  Center. 

Arthur  Guyton  of  UMC  presented  a paper  at  a 
symposium  at  Johns  Hopkins  University  Medical 
School  in  Baltimore. 

Valee  Harisdangkul  of  Jackson  spoke  at  a meet- 
ing of  the  Central  Mississippi  Chapter  of  the  Lupus 
Foundation  of  America. 

Donna  Harrington  has  associated  with  Tupelo 
Neurology  Clinic,  609  Brunson  Drive,  for  the  prac- 
tice of  neurology. 

Geoffrey  Hartwig  of  Hattiesburg  spoke  on  Alz- 
heimer’s disease  at  a meeting  of  the  Covington 
County  Nursing  Center  Family  Council. 
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Hardy  Henderson  has  joined  the  staff  of  Hatties- 
burg Clinic  and  will  practice  at  the  Immediate  Care 
Center. 

Jack  Hudson  of  Laurel  spoke  on  cholesterol  at  a 
health  education  program  sponsored  by  Forrest  Gen- 
eral Hospital  in  Hattiesburg. 

Michael  Jabaley  of  Jackson  delivered  the  Second 
Annual  Richard  J.  Smith  Memorial  Lecture  at  the 
annual  meeting  of  the  American  Society  for  Surgery 
of  the  Hand  in  Seattle,  Washington. 

R.  Ray  Lyle  of  Starkville  has  been  named  to  the 
state  advisory  board  for  supervision  of  child  care 
facilities. 

Rick  Martin  of  UMC  was  guest  lecturer  for  grand 
rounds  at  Tulane  University  Medical  Center  in  New 
Orleans. 

Robert  McBroom  of  Pascagoula  spoke  on  nicotine 
addiction  at  a meeting  of  Stay  Stoppers,  a support 
group  for  ex-smokers. 
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Connie  McCaa  of  UMC  spoke  at  the  Mid-South 
Regional  Cornea  Study  in  Hot  Springs,  Virginia. 

John  J.  McGraw  has  associated  with  Laurel  Bone 
and  Joint  Clinic  for  the  practice  of  orthopaedic  sur- 
gery. 

Francis  Morrison  of  UMC  served  as  coordinator 
for  the  National  Blood  Resource  Education  Program 
in  Washington,  DC. 

John  Morrison  of  UMC  spoke  at  a FDA  meeting 
in  Washington,  DC,  lectured  during  a postgraduate 
course  at  the  University  of  Cincinnati  Medical  Cen- 
ter, and  spoke  at  a meeting  of  the  Ob-Gyn  Society 
in  Dallas,  Texas. 

Margaret  L.  Parrish  has  associated  with  the  Hat- 
tiesburg Clinic  for  the  practice  of  neurology. 

Robert  Rhodes  of  UMC  gave  grand  rounds  at  the 
VA  Medical  Center  in  Cincinnati,  Ohio,  during  a 
visiting  professorship  at  the  University  of  Cincin- 
nati. He  also  spoke  at  a meeting  of  the  Cincinnati 
Surgical  Society. 

Doug  Rouse  of  Hattiesburg  has  been  appointed  to 
the  board  of  counselors  of  the  Southern  Orthopedic 
Association. 
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Henry  J.  Sanders  of  McComb  has  been  appointed 
to  the  Technical  Advisory  Committee  for  Opto- 
metric  Services,  a panel  of  the  state  Medicaid  pro- 
gram. 

Carol  Scott-Conner  of  UMC  was  inducted  into 
the  International  Society  of  Surgery  at  its  meeting 
in  Toronto,  Canada. 

Clinton  Smith  of  Jackson  spoke  at  meetings  of  the 
Rotary  Club  in  Clarksdale  and  Lions  Club  in  Cleve- 
land. 

Robert  Smith  of  Jackson  recently  was  honored  by 
Goodwill  Industries  for  his  participation  in  the  vol- 
unteer agency. 

G.  V.  Smith  of  Grenada  spoke  on  cancer  at  a meet- 
ing in  Winona  which  was  sponsored  by  the  Amer- 
ican Cancer  Society  and  Tyler  Holmes  Hospital. 

Bill  Spragins  of  Hollandale  was  honored  by  co- 
workers and  citizens  of  the  Hollandale  and  Green- 
ville areas  upon  his  retirement  from  the  practice  of 
medicine. 

Robert  R.  Surratt  of  Jackson  was  honored  by 
Mississippi  State  Hospital  upon  his  retirement  after 
33  years  as  consulting  radiologist. 

Ed  Thompson  of  Jackson  was  elected  president  of 
the  American  Diabetes  Association,  Mississippi  Af- 
filiate, at  its  annual  meeting. 

Ralph  Vance  of  UMC  spoke  at  a meeting  of  the 
Clarksdale  chapter  of  the  American  Cancer  Society. 

Willis  Walker  of  Hattiesburg  has  been  named 
medical  director  at  the  Lowery  A.  Woodall  Out- 
patient Surgery  facility. 

James  K.  Wasserman  has  associated  with  Gulf 
Oaks  Hospital  and  has  opened  his  office  for  the 
practice  of  psychiatry  at  900  Robinson  Avenue  in 
Ocean  Springs. 

Millard  Wilbanks  has  opened  his  office  for  the 
practice  of  gastroenterology  at  1409  East  Union 
Street  in  Greenville. 

Ann  R.  Woodbridge  has  opened  her  office  for  the 
practice  of  obstetrics  and  gynecology  at  1037- A 
North  Flowood  Drive  in  Jackson. 

Eugene  Wood  of  Jackson  was  named  Doctor  of 
the  Year  by  the  Mississippi  Academy  of  Family 
Physicians. 
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Medico-Legal  Brief 

Civil  RICO  Verdict  Against 
Abortion  Protesters  Upheld 

Anti-abortion  protesters  may  be  liable  under  the 
Racketeer  Influenced  and  Corrupt  Organizations  Act 
for  their  activities  in  interfering  with  an  abortion 
clinic’s  activities,  a federal  appellate  court  for  Penn- 
sylvania ruled. 

A women’s  health  clinic  filed  suit  against  the  anti- 
abortion activists  for  disrupting  the  clinic’s  business 
and  injuring  its  property  by  harassing  the  clinic’s 
clients  and  employees,  unlawfully  entering  its  prop- 
erty, and  destroying  and  damaging  medical  equip- 
ment. A jury  found  a RICO  violation  on  a pattern 
of  extortionate  acts. 

On  appeal,  the  activists  claimed  that  RICO  did 
not  apply  to  their  actions  because  they  were  moti- 
vated by  their  political  beliefs.  Noting  that  the  jury’s 
award  of  damages  was  based  on  destruction  of  the 
clinic’s  medical  equipment  during  one  of  the  four 
incidents  of  forcible  entry  into  the  clinic,  the  court 
said  that  the  activists’  activities  went  beyond  mere 


dissent  and  publication  of  their  political  views. 

The  court  said  that  there  was  sufficient  evidence 
of  economic  injury  and  of  the  activists’  attempts  to 
force  the  clinic  out  of  business.  The  court  remanded 
the  case  to  the  trial  court  for  entry  of  an  appropriate 
injunction.  — Northeast  Women’s  Center,  Inc.  v. 
McMonagle , 868  F.2d  1342  (C.A.3,  Pa.,  March  2, 
1989) 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicits,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  o^The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  con\eys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA."  VVe  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Twenty  years  ago,  Journal  MSMA  reported  that 
the  American  Board  of  Family  Practice  had  an- 
nounced plans  to  give  its  first  certification  exami- 
nations in  various  centers  throughout  the  U.S. 

Another  news  story  in  that  issue  (November  1969) 
noted  that  the  University  of  Mississippi  School  of 
Medicine  had  increased  its  faculty  to  a record  of 
155.  There  was  also  an  account  of  the  opening  of 
the  Mississippi  Postgraduate  Medical  Institute  at  the 
Medical  Center,  a concept  that  that  been  endorsed 
by  the  MSMA  House  of  Delegates  at  its  100th  An- 
nual Session.  The  Institute  was  designed  for  phy- 
sicians in  general  practice,  and  courses  were  pre- 
sented with  the  cooperation  of  professional  and 
voluntary  health  organizations.  Structure  of  the 
course  called  for  attendance  at  two  weeklong  inten- 
sive refresher  courses  at  the  Medical  Center  each 
year,  15  hours  per  year  in  approved  seminars  and 
circuit  courses,  and  15  hours  per  year  at  medical 
and  professional  society  scientific  sessions.  Dr. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Robbie  Ven- 
able (ext.  2177). 


Disability  Determination  Services 

1-800-962-2230 


William  O.  Barnett,  professor  of  surgery  and  chair- 
man of  the  MSMA  Council  on  Medical  Education, 
was  project  coordinator.  The  program  comprised 
440  hours  of  study  over  four  years  and  led  to  a 
certificate  of  excellence  in  postgraduate  education. 

Also  in  the  November  1969  issue  was  an  article 
reporting  that  Dr.  William  E.  Lotterhos  of  Jackson 
had  been  named  president-elect  of  the  American 
Academy  of  General  Practice.  Scientific  articles  in- 
cluded “Carcinoma  of  the  Esophagus:  A Case  Re- 
port,” by  Dr.  R.  E.  Netterville,  and  “Radiographic 
Differentiation  between  Renal  Cyst  and  Neo- 
plasms,” by  Dr.  John  Y.  Gibson  of  Jackson. 

In  the  November  1979  issue  of  Journal  MSMA, 
Dr.  Gerald  Gable,  MSMA  president,  commented 
on  the  importance  of  participating  in  voluntary  ef- 
forts to  contain  health  care  costs.  He  noted  that 
physicians  should  make  themselves  aware  of  costs 
of  procedures,  tests  and  medications,  and  he  ob- 
served, “there  are  many  things  that  we  can  do  with 
proper  planning  and  thought  to  help  hold  down  costs. 
It  is  imperative  that  we  do  so;  because  if  we  don’t, 
the  chairman  of  the  House  Ways  and  Means  Sub- 
committee on  Health  has  already  warned  that  man- 
datory fee  and  cost  control  figures  are  . . . ready 
to  be  implemented.” 

That  same  issue  outlined  the  MSMA  health  leg- 
islative proposals,  which  included:  a planned,  se- 
quential program  of  health  education  for  students 
in  grades  1-12;  a tax  on  cigarettes  and  cigars  to  fund 
hypertension  and  cancer  control  programs  con- 
ducted by  the  State  Board  of  Health;  lowering  the 
implied  consent  law  for  driving  while  intoxicated 
from  .15%  to  .10%.  Additional  proposals  endorsed 
by  MSMA  were:  funding  for  existing  programs  for 
immunizations,  tuberculosis  control  and  venereal 
disease  control;  funding  for  a statewide  medical  ex- 
aminer’s system;  funding  for  public  education  and 
assistance  to  local  communities  in  installing  fluor- 
idation programs;  statutory  recognition  of  “brain 
death”;  and  passage  of  other  bills  to  fund  the  state- 
wide genetic  screening  program;  to  increase  the  ceil- 
ing on  insurance  coverage  of  emergency  transpor- 
tation for  newborns;  to  increase  the  State  Hospital 
Commission’s  per  diem  for  charity  patients  in  com- 
munity hospitals;  and  to  reduce  the  required  reten- 
tion time  for  x-rays  in  hospitals. 

Scientific  articles  in  that  1979  issue  included 
“Noninvasive  Diagnosis  of  Carotid  Artery  Dis- 
ease,” by  Drs.  J.  H.  Holleman  and  Seshadri  Raju 
of  Jackson,  and  “Transcutaneous  Nerve  Stimula- 
tion: Treating  Pain  in  Athletes,”  by  Dr.  Robert  F. 
Cooper  and  Tim  C.  Garl  of  the  University  of  Mis- 
sissippi. 
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PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Family  Practitioner  seeks  location  in  Missis- 
sippi. Graduate  of  UMC.  Contact  Lee  Richardson, 
M.D.,  6830  Burlwood  Drive,  Anchorage,  AK 
99507. 


PHYSICIANS  WANTED 

Full  or  part-time  physicians  needed  to  staff  out- 
patient or  emergency  room.  Very  competitive  pay; 
no  call.  Many  mid-South  locations.  Send  CV  or 
query  to  Health  Specialists,  203  N.  Montgomery 
St.,  Starkville,  MS  39759. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (ME A) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  sent  CV  to  Box 
H,  c/o  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  110  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


Georgia:  Family  Practice,  Internal  Medicine,  On- 
cology, Endocrinology,  Neurosurgery,  Neurology, 
General  Surgery,  Orthopedic  Surgery.  Group  prac- 
tice, solo,  or  urgent  care  settings  available  through 
the  Charter  hospital  network  located  in  Macon  and 
serving  all  of  Middle  Georgia.  Your  practice  will 
be  located  80  miles  south  of  Atlanta,  in  a growing 
family-oriented  community,  where  you  can  avoid 
traffic  and  enjoy  a rewarding  professional  career. 
Please  contact  Stephen  Wofford  at  912-741-6283 
for  a confidential  consultation  or  write:  Charter 
Northside  Hospital,  P.O.  Box  4627,  Macon,  GA 
31208. 
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PLACEMENT  SERVICE/Continued 

Internal  Medicine:  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  + . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practitioner,  orthopaedic  surgeon,  urol- 
ogist, ENT  needed  immediately  for  solo  and/or  group 
practice  in  Stuttgart,  Arkansas,  the  Rice  and  Duck 
Hunting  capital  of  the  world.  Modem  hospital  fa- 
cilities and  equipment.  Family  oriented  community. 
Excellent  schools.  Call  Jim  Bushmaier  at  (501)  673- 
3511. 

South  Central  College  Community.  Busy  suc- 
cessful internist  in  South  Central  college  town  needs 
associate.  Excellent  income  potential.  Service  area 
of  100,000-1- . Community  of  50,000-1-  has  almost 
every  convenience  of  a big  city  and  every  comfort 
of  a small  town.  Listed  among  50  cities  in  the  latest 
issue  of  “The  Best  Towns  in  America.’’  Excep- 
tional schools,  housing,  climate,  hunting,  water 
sports.  One  hour  to  major  metro  area.  For  more 
information  call  Dawn  O’Steen  at  (800)  221-4762 
or  collect  at  (404)  354-8811. 

Philadelphia,  Ms  — Family  Practice,  Internal 
Medicine,  Surgery,  OB-Gyn,  Pediatrics.  Excellent 
practice  opportunity.  Excellent  public  schools.  In- 
come guarantee  and  office  space  available;  72  miles 
to  Jackson,  MS,  37  miles  to  Meridian,  MS.  Contact 
Bill  Sellers,  Administrator,  Neshoba  County  Gen- 
eral Hospital/Nursing  Home,  Philadelphia,  MS 
39350,  (601)  656-2121. 

Natchitoches,  Louisiana  — Seeking  full-time  and 
part-time  emergency  physicians  for  167-bed  facil- 
ity. Excellent  attending  back-up  provided.  Com- 
petitive compensation  and  paid  malpractice.  Full- 
time staff  eligible  to  participate  in  benefit  package. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


FPs  & IMs  Desparately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Y ear  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,000  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 

Family/General  Practice  physician  needed  for 
ambulatory  care  clinic  in  NE  Jackson.  Call  Dr.  David 
Richardson,  957-2273. 

WiNNFiELD,  Louisiana  — Seeking  full-time  and 
part-time  emergency  physicians  for  low-volume  98- 
bed  hospital.  Excellent  compensation,  flexible 
schedule  and  paid  malpractice  insurance.  Full-time 
staff  eligible  to  participate  in  benefit  program.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  46,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

Internal  Medicine  Clinic  of  Laurel  is  recruiting 
an  oncologist  and  gastroenterologist  for  clinic  ad- 
jacent to  modem,  fully  equipped  275-bed  hospital. 
Call  John  Wallace,  M.D.,  at  1-800-654-7918. 


CLASSIFIED 


*****  2V  Stat  St  at  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  $500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  +!—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1 -800-22 V-STAT. 
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1990  CME  Cruise/Conferences  on  Medico- 
legal Issues  and  Selected  Medical  Topics  — 
Carribean,  Bermuda,  Alaska/Canada,  New  Eng- 
land, Scandinavia,  W.  Mediterranean,  Europe,  Asia, 
Trans  Panama  Canal.  Approved  for  20-28  CME 
Category  1 Credits  (AMiVPRA)  and  AAFP  pre- 
scribed credits.  Distinguished  lecturers.  Excellent 
group  fares  on  finest  ships.  Pre-scheduled  in  com- 
pliance with  IRS  requirements.  Information:  Inter- 
national Conferences,  1290  Weston  Road,  Suite  316, 
Ft.  Lauderdale,  FL  33326.  (800)  521-0076  or  (305) 
384-6656. 

Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 


Midmark  Table  — all  electric,  easy  to  reach  paper 
roll,  electrical  outlets  on  the  side,  adjustable  padded 
knee  rest,  hidden  stirrups,  vinyl-coated,  easily 
cleaned.  May  be  seen  at  106  Asbury  Circle,  Meth- 
odist Medical  Park,  Hattiesburg,  MS;  call:  601/268- 
5240. 

Equipment  for  sale.  AMES  Seralyzer,  multi- 
chemistry with  warranty  module,  pipettors,  dilu- 
tors.  Call  957-2273. 

Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  February  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 


Index  to  Advertisers 


am  a Advisers,  Inc 6 


CancerPay  Plus 364 

Consolidated  Physician  Services  379 


Disability  Determination  384 


Harreld  Chevrolet-Oldsmobile  382 


EliLilly  11 


Medical  Assurance  Co.  of  Miss second  cover 

Mississippi  Emergency  Association  385 

MSMA  Benefit  Plan  and  Trust 4 


Palisades  Pharmaceuticals  374 

Premier  Printing  380 


Quality  Health  Resources 12 


Roche  Laboratories  third,  fourth  covers 


Southern  Medical  Association  14 

Trustmark 380 

U.S.  Air  Force  371 

U.S.  Naval  Reserve 377 

Winthrop  Pharmaceuticals  8,  19,  10 

John  Wimbish  360 


THE  SECRET  IS  OUT 


believe  if  I were  starting  out  in  medicine  today  the 
Southern  Medical  Association  would  be  one  of  the  first 
organizations  that  I would  want  to  join.  For  the  price  you 
pay,  I believe  that  you  have  access  to  more  information 
and  more  services  than  other  organizations  available.” 


Thomas  C.  Rowland,  Jr.,  M.D. 

OB/GYN 

Columbia,  SC 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They're  talking  about  the  eduoational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today . . . You’ll  be  talking  about  us  too! 


Post  Office  Box  1 90088 
Birmingham,  Alabama  3521 9 


f SOUTHERN  i 
JiyfEDICAL^ 
ASSOCIATION 


1-800-423-4992 
(205)  945-1840 
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There  is  strength  in  numbers. 

(And  our  numbers  are  Rowing) 


Seated,  Left  to  Right;  Cheryl  Maxwell  (Claims  Secretary'),  Lisa  Noble  (Underwriting  Secretary  ),  Maria  Graham  (Claims 
Secretary),  Kim  Ormond  (Receptionist),  Mike  Houpt  (Gener^  Manager),  and  C.G.  “Tanny'"  Sutherland,  M.D.  (Medical  Director) 

Standing,  Left  to  Right:  C.  R.  “Bob”  Montgomery  (General  Counsel),  Lisa  Stewart  (Underwriting  Secretary),  Sharon 
TTiompson  (Claims  Secretary'),  Craig  Brow'n  (Underw'riting  Manager),  Joey  Grimes  (Controller),  Chuck  Dunn  (Assistant  General 
Manager),  and  Debbie  Sutherland  ( Bookkeeper) 


Since  we  wrote  our  first  policy  in 
November  of  1977,  we  have  grown  to  serv  e 
more  phy.sicians  than  any  other  medical 
liability  insurance  company  in  Mississippi. 

Why  do  more  physicians  turn  to  Medical 
Assurance  Company?  Our  staff  has  grown  from 
two  in  1978  to  five  in  1983  to  twelv  e in 
1988,  and  we  have  plans  for  additional  staff 
even  now.  We  have  insurance  professionals 
who  can  provide  efficient  and  cost-effective 


answers  to  your  medical  liability  insurance 
questions.  We  serve  more  than  1800  Missis- 
sippi doctors  - providing  savings  and  financial 
strength  through  a program  of  sound  inv  est- 
ments  and  underwriting  guidelines.  Even’ 
claim  is  reviewed  by  a panel  of  medical  and 
legal  claims  experts. 

So  call  or  come  visit  our  staff  at  our  offices 
on  Riv  erside  Drive.  Let  us  show  v’ou  our 
strength  in  numbers. 

Medical  Assurance  Company 
of  Mississippi 

street  Address:  Suite  301 

735  Riverside  Drive.  Jackson,  MS 

Pixitie:  (601)  333-2000 

Mailing  Address:  P.O.  Box  -4915,  lacLson,  MS  39216-0913 
MS  ways.  1-800-323-4  P2 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


December  1989 


Dear  Doctor: 

MSMA's  Leadership  Conference  is  set  for  January  18  at  Jackson's  Ramada 
Renaissance  Hotel.  The  agenda  for  the  day  includes  presentations  on  such 
issues  as  Medicare  reimbursement  policies,  the  prioritizing  of  Medicaid 
health  services,  provision  of  health  care  for  the  growing  medically  needy 
population,  and  various  proposals  under  consideration  by  the  1990  Congress. 

The  Leadership  Conference  also  will  include  a special  session 
of  the  MSMA  House  of  Delegates,  a joint  meeting  with  the 
Mississippi  Hospital  Association,  and  a reception  for  state 
legislators.  Mark  your  calendar  now,  and  make  plans  to  attend 
this  important  meeting. 

MSMA  has  announced  to  the  Mississippi  news  media  its  1990  Awards  for  Excellence 
in  Health  Reporting.  The  awards  program  was  recommended  by  the  Council  on 
Public  Information  and  approved  by  the  House  of  Delegates  at  the  1989  Annual 
Session.  The  program's  intent  is  to  recognize  reporters  whose  work  has 
contributed  to  a better  understanding  of  medicine  and  health  care  in  Miss- 
issippi. The  awards  will  be  presented  at  the  122nd  Annual  Session  in  June. 

Volunteers  are  needed  to  serve  as  "Doctor  of  the  Day"  at  the  MSMA's  Emer- 
gency Medical  Care  Unit  at  the  Capitol  during  the  1990  Regular  Session  of  the 
Legislature.  Members  who  have  participated  in  the  past  have  found  it  to  be 
an  interesting  experience  and  a valuable  opportunity  to  talk  with  lawmakers 
and  to  see  the  legislature  in  action.  To  volunteer,  call  the  MSMA  office. 

REMINDER:  The  122nd  Annual  Session  is  May  30-June  3,  1990  in  Jackson.  The 

scientific  program  will  feature  a "Trauma  Symposium"  and  a debate  on  the 
cholesterol  issue.  Plan  now  to  attend. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  EDWARD  KOSEWICZ 
501-988-4057 
COLLECT 


Dr.  Guyton  To  Receive  Chicago,  IL  - Dr.  Arthur  C.  Guyton  will  be 

AMA  Scientific  Award  awarded  the  AMA’s  Scientific  Achievement 

Award  for  1990.  He  was  nominated  for  the 
award  by  the  MSMA  and  will  recognized  in  ceremonies  before  the  AMA  House  of 
Delegates  at  its  June  1990  meeting  in  Chicago.  The  award,  which  consists 
of  a $2,500  stipend  and  a medallion,  was  established  to  recognize  an 
individual  for  outstanding  scientific  achievements. 


Medicare  Workshop  Jackson,  MS  - The  MSMA  is  conducting  a 

Set  for  January  17  workshop  on  ICD-9-CM  coding  and  medical 

necessity  documentation  and  CPT-IV  coding 
in  Jackson  on  January  17.  The  workshop  is  cosponsored  by  the  AMA  Department 
of  Practice  Management  and  Travelers  Medicare.  Registration  materials 
will  be  in  the  mail  soon,  and  MSMA  members  are  urged  to  pass  the  information 
along  to  appropriate  office  personnel. 


Apply  Now  for  Jackson,  MS  - Applications  are  now  being 

Scientific  Exhibit  Space  accepted  for  scientific  exhibit  space  at 

MSMA's  122nd  Annual  Session,  which  gets 
underway  May  30,  1990  at  the  Coliseum  Ramada  Inn  in  Jackson.  Exhibitors 
should  send  a letter  requesting  scientific  exhibit  space  to  MSMA  head- 
quarters. Please  provide  the  title  of  the  exhibit,  names  of  all  exhibitors 
and  the  estimated  number  of  linear  feet  required. 


Physicians  Needed  Jackson,  MS  - The  MS  Medicaid  Program  is 

For  EPSDT  Program  seeking  physicians  to  participate  in  a new 

and  improved  Early  and  Periodic  Screening, 
Diagnosis  and  Treatment  Program  (EPSDT)  for  children.  Record-keeping  has 
been  streamlined,  professional  fees  have  been  increased,  and  an  additional 
case  manager's  fee  is  provided.  For  more  information,  write  Medicaid, 

239  N.  Lamar  St.,  Suite  801,  Jackson,  MS  39201-1311. 


Child  Sexual  Abuse  Jackson,  MS  - A workshop  on  child  sexual 

Workshop  Is  Planned  abuse  will  be  held  Feb.  7-9  in  Jackson. 

"Intervention  in  Child  Sexual  Abuse: 

Offenders,  Victims  and  Survivors"  will  feature  two  nationally  recognized 
speakers  who  will  provide  clinical  perspectives.  Topics  include  identifi- 
cation, disposition  and  treatment.  For  information  contact  MS  Committee  for 
Prevention  of  Child  Abuse,  455  N.  Lamar  St.,  Jackson,  MS  39202  (969-7111). 


This  little 

is  one  step  from 
shutting 
you  down. 


If  this  child’s  parents  decide  to  sue, 
and  they  probably  will,  the  medical 
facility  responsible  for  this  waste  may 
very  well  lose  everything  in  the 
judgment  which  follows.  And 
rightfully  so. 

Why  risk  it?  Call  BFI  and  ask  about 
our  Medical  Waste  Systems.  We 
minimize  your  liability,  reduce  your 
costs,  virtually  eliminate  any 
regulatory  or  community  problems 
you  might  have  and  provide  verifiable 
documentation  of  exactly  how  and 
when  we  disposed  of  your  medical 
waste. 

You  might  be  only  one  step  from 
being  shut  down.  Ask  about  BFI’s 
total  program  for  infectious  waste 
control. 


Medical 
Waste  Systems 

1035  Old  Brandon  Road  (39208) 
P.  O.  Box  1638 

Jackson,  Mississippi  39215-1638 
601-939-2221  1-800-635-1258 
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ORIGINAL  PAPERS 


Update  on  Street  Drugs  in 
Mississippi 

DIANE  K.  BEEBE,  M.D. 

ELIZABETH  WALLEY,  M.Ed. 

Jackson,  Mississippi 


LIrug  abuse  continues  to  be  an  area  of  concern 
for  all  family  physicians.  Statistics  from  the  Na- 
tional Council  on  Alcohol  and  Drug  Abuse  report 
that  nearly  two-thirds  of  all  high  school  seniors  use 
an  illicit  drug  at  least  once  before  they  finish  high 
school,  and  that  four  million  Americans  are  current 
users  of  cocaine.’  In  fact,  cocaine  remains  at  the 
top  of  the  list  of  drugs  being  abused,  with  drastic 
increases  due  to  the  availability  of  its  new  form  — 
crack.  Heroin  and  marijuana  also  remain  popular 
because  of  their  use  with  the  other  drugs.  As  quoted 
in  the  February  9,  1989  Jackson  Clarion  Ledger: 
“Cocaine  is  king;  its  sister,  crack,  is  queen;  but 
LSD  and  ecstacy  also  are  part  of  the  royal  court  for 
drugs  preferred  by  Mississippi  students.” 

Drug  abuse  centers  across  the  state  report  signif- 
icant increases  in  substance  abuse  cases.  This  in- 
crease is  felt  to  be  due  in  part  to  the  new  designer 
drugs  such  as  PCP  and  ecstasy.  These  designer  drugs 
are  defined  as  chemically  altered  derivatives  of  fed- 
erally controlled  drugs,  thus  circumventing  existing 
legal  restrictions.^ 

Case  Report 

B.A.  is  a 22-year-old  previously  healthy  white 
female  who  arrived  by  ambulance  in  the  emergency 


From  the  Department  of  Family  Medicine,  University  Medical 
Center,  Jackson,  MS. 


Drug  abuse  is  on  the  rise  in  Mississippi. 
Treatment  centers  across  the  state  report  sig- 
nificant increases  in  substance  abuse  cases. 
Consequently,  family  physicians  must  have 
the  most  current,  accurate  information 
available  and  the  skills  with  which  to  treat 
either  an  acute  crisis  or  the  chronic  problems 
related  to  drug  abuse.  The  authors  present 
an  overview  of  the  clinical  presentations  and 
management  of  some  of  the  most  widely 
used  designer  drugs:  crack,  ecstasy  and  PCP. 


room.  She  was  transported  from  her  home  where 
her  parents  reported  finding  her  on  her  bed,  breath- 
ing but  unresponsive  to  their  multiple  attempts  to 
awaken  her. 

In  the  emergency  room  she  was  found  to  be  le- 
thargic, responsive  only  to  deep  pain.  Vital  signs 
revealed  a temperature  of  104.4°  F,  rectally,  a pulse 
of  120  bpm  with  marked  irregularity,  respirations 
of  12  per  minute  and  a blood  pressure  of  170/1 10 
mmHg. 

Physical  exam  revealed  her  pupils  to  be  of  normal 
size  with  vertical  nystagmus  present.  They  were 
equally  reactive  to  light.  Cardiac  auscultation  re- 
vealed an  irregular  rhythm  with  a rate  of  120  bpm. 
No  murmur  or  gallop  was  heard.  Her  lungs  were 
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clear.  An  abdominal  exam  was  unremarkable.  On 
neuromuscular  exam  it  was  noted  that  she  had  mus- 
cle fasciculations  of  her  upper  and  lower  extremities 
with  muscle  rigidity.  Her  deep  tendon  reflexes  were 
hyperreflexic  at  4 -f-  on  a scale  of  one  to  four,  but 
without  clonus.  She  had  negative  Babinski  reflexes 
bilaterally.  Cardiac  monitoring  confirmed  a rate  of 
120-128  bpm  with  frequent  unifocal  PVC’s  and  oc- 
casional short  runs  of  supraventricular  complexes. 

Administration  of  Narcan  and  dextrose  was  ac- 
complished by  the  paramedics  on  route  to  the  emer- 
gency room  with  no  clinical  change  in  the  patient’s 
presentation. 

This  case  represents  a typical  presentation  of  an 
acute  drug  intoxication  of  one  or  more  of  the  de- 
signer drugs  and  crack.  With  the  prevalence  of  de- 
signer drug  abuse,  this  patient  could  present  to  any 
Mississippi  emergency  room.  Close  attention  to  her 
specific  history,  clinical  presentation,  and  response 
to  initial  treatment  would  enable  the  physician  to 
recognize  which  drugs  may  be  involved.  Appro- 
priate management  may  then  be  instituted.  It  is  es- 
sential that  health  care  providers  have  adequate 
knowledge  of  these  contemporary  drugs  of  abuse. 

Crack 

Crack  is  the  smokeable  freebase  of  cocaine  and 
is  named  for  the  sound  made  by  the  crystals  popping 
when  heated.  It  is  also  called  rock  because  of  its 
appearance.  Street  cocaine  is  usually  fifteen  to 
twenty-five  percent  pure  and  quite  expensive.  Crack, 
on  the  other  hand,  may  be  as  much  as  ninety  percent 
pure  and  sells  for  five  to  ten  dollars  a vial.  It  is 
made  by  preparing  an  aqueous  solution  of  cocaine 
hydrochloride,  adding  ammonia  and  baking  soda  to 
alkalinize  the  solution,  and  then  heating  to  precip- 
itate the  pure  cocaine.  Crack  is  rapidly  absorbed 
and  highly  reinforcing.  It  produces  a craving  more 
intense  than  that  of  IV  cocaine.^ 

Cocaine  in  any  form  is  a sympathomimetic  drug. 
With  acute  intoxication,  users  become  tremulous 
and  complain  of  dizziness  and  blurred  vision.  Within 
minutes  they  may  experience  hallucinations  of  vis- 
ual “snow  lights”  or  tactile  “cocaine  bugs.”  Par- 
anoia and  acute  psychosis  are  common  and  difficult 
to  distinguish  from  a true  schizophrenia,  especially 
in  the  chronic  user.  Patients  often  present  with  ma- 
lignant hyperthermia,  which  is  due  to  stimulation 
of  the  heat  regulatory  center  and  increased  skeletal 
muscle  activity.^’  ^ Hypertensive  surges  can  result 
in  spontaneous  intracerebral  bleeds,  CVAs  and 
aneurysmal  ruptures.  Acute  toxicity  can  result  in 
convulsions,  cardiac  arrhythmias,  acute  left  ven- 
tricular failure,  pulmonary  edema  and  respiratory 


arrest.  Death  can  occur  as  rapidly  as  two  to  thirty 
minutes  after  ingestion  or  inhalation.  Intoxication 
is  self-limited,  with  recovery  likely  in  less  than 
twenty-four  hours. ^ 

In  cases  of  chronic  crack  abuse,  patients  expe- 
rience weight  loss,  insomnia  and  depression.  Pul- 
monary symptoms  such  as  chronic  cough,  dyspnea 
and  hemoptysis  are  frequently  reported.^- 

Ecstasy 

Ecstasy  (3 ,4-methylenediozymethamphetamine) , 
or  MDMA,  is  an  analogue  of  mescaline,  a class 
which  includes  the  amphetamines  and  methamphet- 
amines.  Other  street  names  include  Adam,  XTC  and 
M & M.Mt  is  generally  sold  as  a yellowish  or  white 
pill  costing  from  ten  to  thirty-five  dollars  a dose.^ 

Clinically  intoxicated  users  become  euphoric  and 
empathetic,  with  greatly  increased  self-esteem.  They 
occasionally  experience  visual  perception  altera- 
tions, but  no  true  hallucinations.  The  presentation 
is  as  a sympathomimetic  with  tachycardia,  hyper- 
tension, hyperthermia,  hyperreflexia,  agitation  and 
midriasis.  Most  ecstasy  deaths  occur  soon  after  in- 
toxication and  have  been  from  arrhythmias  (supra- 
ventricular and  ventricular),  hyperthermia,  dissem- 
inated intravascular  coagulation,  or  intracerebral 
hemorrhage.  All  underlying  diseases  can  be  exac- 
erbated, and  delayed  deaths  are  usually  from  these 
disease  complications  or  from  inadequate  gastroin- 
testinal elimination.*  Chronic  abuse  of  ecstasy  can 
lead  to  a paranoid  psychosis  clinically  indistinguish- 
able from  schizophrenia.  This  is  usually  reversible 
after  a prolonged  drug-free  state.* 

PCP 

Phencyclidine,  the  most  abused  arylhexlamine, 
is  commonly  called  angel  dust  but  may  also  be  hog, 
mist,  T,  tic  tac  or  krystals.  Originally  developed  in 
the  late  1950s  as  an  analgesic  and  anesthetic  agent, 
it  was  used  in  veterinary  medicine  until  April,  1979, 
when  all  legal  manufacture  of  the  drug  was 
stopped.^'  ® 

PCP,  like  most  drugs,  has  several  routes  of 
administration.  It  is  most  often  smoked  with  low- 
grade  marijuana,  parsley  or  oregano,  but  can  be 
snorted  with  cocaine,  or  ingested.  A liquid  form  is 
used  for  dipping  marijuana  or  tobacco  cigarettes. 
These  pre-dipped  kools  can  sell  for  twenty  dollars 
each.^ 

PCP’s  mechanism  of  action  is  not  well  under- 
stood, but  it  has  actions  similar  to  the  amphetamines 
and  cocaine.  Clinical  effects  of  PCP  are  dose  related 
and  the  user’s  desired  dose  is  very  close  to  the  toxic 
dose,  generally  more  than  20  mg.  Low  doses  (2-5 
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TABLE  1 

CHEMICAL  DEPENDENCY  UNITS  LISTED  IN  THE  1988  DIRECTORY  OF  ALCOHOLISM  & 
ADDICTION  TREATMENT  PROGRAMS 


BIENVILLE  RECOVERY  CENTER 
(Inpatient) 

401  East  Beach  Boulevard 
Biloxi,  MS  39530 
(601)  374-2500 

DELTA  MEDICAL  CENTER  CARE  UNIT  (PV) 
(Inpatient) 

P.O.  Box  5247,  Crossroads  Station 
Greenville,  MS  38701 
(601)  334-2200 

GULF  OAKS  HOSPITAL  AND  CLINIC 
(Inpatient  and  Outpatient) 

4645  West  Beach  Boulevard 
Biloxi,  MS  39531 
(601)  388-0600 

LAUREL  WOOD  PSYCHIATRIC  RECOVERY 
CENTER 
(Inpatient) 

Highway  39  North 
Meridian,  MS  39201 
(601)  693-3344 

MISSISSIPPI  BAPTIST  CHEMICAL 
DEPENDENCY  CENTER 
(Inpatient  and  Outpatient) 

1225  North  State  Street 
Jackson,  MS  39201 
(601)  968-5130 


MISSISSIPPI  STATE  HOSPITAL  CHEMICAL 
DEPENDENCY  UNIT 
(Inpatient) 

Mississippi  State  Hospital 
Whitfield,  MS  39193 
(601)  939-1221 

PINEGROVE  RECOVERY  CENTER 
(Inpatient) 

2255  Broadway  Drive 
Hattiesburg,  MS  39401 
(601)  264-0050 

RESTORE  C.D.U. 

(Inpatient) 

129  Jefferson  Davis  Blvd. 

P.O.  Box  1203 
Natchez,  MS  39120 
(601)  442-3304 

SOUTHWEST  MISSISSIPPI  MH  COMPLEX 
NEWHAVEN  HOUSE 
(Inpatient) 

1 10  Brook-Haven  Street 
P.O.  Box  592 
Brookhaven,  MS  39046 
(601)  833-3698 

TURNING  POINT  NORTH  MISSISSIPPI  MEDICAL 
CENTER 
(Inpatient) 

830  South  Gloster 
Tupelo,  MS  38801 
(601)  841-3161 


mg)  produce  mild  depression  followed  by  an  acute 
confusional  state,  euphoria  and  a feeling  of  deper- 
sonalization accompanied  by  signs  of  sympathetic 
stimulation.  Horizontal  and/or  vertical  nystagmus  is 
a common  finding  at  this  stage  with  pupils  of  normal 
size.  Some  authors  suggest  this  to  be  diagnostic  for 
PCP  intoxication.  The  patient  will  often  present  to 
the  emergency  room  in  a coma-like  state  with  open 
eyes.  As  the  dose  is  increased,  the  patient  becomes 
combative  and  paranoid,  often  exhibiting  magnified 
strength.  Hypertension  is  one  of  the  earliest  signs 
of  acute  toxicity  and  is  accompanied  by  tachycardia, 
hyperthermia  and  hyperreflexia.^-  * " 

Doses  of  20  mg  or  more  can  result  in  seizures, 
acidosis,  catatonia,  coma  and  respiratory  depression 
or  arrest.  The  catatonia  presents  a zombi-like  ap- 
pearance. In  this  stuperous  state,  myoclonus  with 
muscle  rigidity  occurs  upon  stimulation.^  ® " 

Management 

For  all  the  drugs  mentioned,  management  of  an 
acute  intoxication  is  supportive  in  nature.  Antide- 
pressants and  antianxiolytics  should  be  avoided,  es- 


pecially during  the  first  twenty-four  hours.  Verbal 
reassurance  is  important.*'  " Stimulation  should  be 
kept  to  a minimum,  especially  in  PCP  intoxica- 
tion."- Gastric  lavage  and  activated  charcoal  as 
the  first  step  play  a role  with  any  intoxication  since 
delayed  gastrointestinal  elimination  is  a major  cause 
of  death. * 

Frequent  monitoring  of  vital  signs  is  essential. 
Rectal  temperatures  should  be  monitored  and  hy- 
perthermia treated  aggressively  with  cooling  blan- 
kets, ice  packs,  and  fans.®  Nitroprusside,  nifedipine 
or  phentolamine  have  been  recommended  for  a hy- 
pertensive crisis.®  Combined  alpha  and  beta  block- 
ers or  vasodilators  are  also  effective.^- ®- *•  In  ec- 
stasy intoxication,  researchers  at  the  University  of 
Mississippi  School  ol  Pharmacy  have  found  chlor- 
promazine  to  hasten  the  restoration  of  normal  vital 
signs  in  dogs.  Implications  for  its  use  in  human 
subjects  have  not  yet  been  established.'*  Ventricular 
ectopy  should  be  treated  with  beta  blockers  or  li- 
docaine.®  Diazepam  is  the  drug  of  choice  for  sei- 
zures, while  halopurinal  is  appropriate  for  an  acute 
psychosis.  All  drugs  used  in  drug  intoxication  sit- 
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uations  should  be  rapid-acting  and  easily  titrata- 
ble.^  ® The  severe  craving  for  cocaine  has  been 
treated  with  several  dopamine  agonists,  including 
amantadine  and  bromocriptine.^-  Acidification 
of  the  urine  to  enhance  renal  clearance  is  a much 
debated  topic,  but  is  generally  recommended.  This 
can  be  accomplished  with  oral  ascorbic  acid,  cran- 
berry juice  or  ammonia  chloride.  Renal  failure  may 
result  from  precipitating  myoglobin  in  the  renal  tub- 
ules, therefore  caution  should  be  exercised.*-  "- 

Final  Comments 

Drug  abuse  is  not  just  a national  problem  but  one 
which  Mississippi  physicians  face  on  an  ever-in- 
creasing scale.  I^owledge  of  the  contemporary  street 
drugs,  their  effects  and  clinical  presentations  pro- 
vides a basis  for  effective  patient  management.  Nu- 
merous treatment  centers  offering  inpatient,  out- 
patient and  family  programs  exist  throughout 
Mississippi.  Table  1 includes  facilities  listed  in  the 
1988  National  Directory  of  Alcoholism  & Addiction 
Treatment  Programs.'^  These  centers,  among  oth- 
ers, aid  in  the  counseling  and  recovery  of  patients 
and  their  families  with  substance  abuse  problems. 

★★★ 

2500  North  State  Street  (39216) 
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Differential  Diagnosis  of 
Dementing  Diseases 


DAVID  R.  THOMAS,  M.D. 
Jackson,  Mississippi 


Xhe  prevalence  of  dementia  in  the  aging  popu- 
lation is  reaching  epidemic  proportions,'  resulting 
in  primary  care  physicians  seeing  an  increasing 
number  of  cognitively  impaired  patients  for  which 
a diagnosis  and  etiology  must  be  established.  The 
“death  of  the  brain”  produces  frightful  burdens  not 
only  to  the  patient  but  also  to  the  family  and  care- 
givers of  affected  individuals.  The  presentation  of 
cognitive  dysfunction  includes  a complex  array  of 
differential  diagnosis.  Of  patients  with  presenile  de- 
mentia, 30-50%  were  found  to  have  been  misdi- 
agnosed when  follow-up  was  obtained  five  to  ten 
years  after  initial  evaluation.^  The  purpose  of  this 
paper  is  to  outline  a clinical  classification  system 
used  in  our  Geriatric  Assessment  Clinic  for  de- 
menting illnesses  to  aid  with  ambulatory  evaluation. 

In  community  studies,  the  prevalence  of  de- 
menting illnesses  is  about  20%.  Although  dementias 
may  occur  at  any  age,  the  frequency  increases  with 
aging,  affecting  about  16%  of  the  young  old  (65- 
75  years),  and  increasing  to  20%  in  the  old  old 
(greater  than  75  years).  The  impact  of  these  diseases 
is  enormous,  accounting  for  75%  of  all  first  hospital 
admissions  in  the  elderly,  and  from  70,000  to 
110,000  deaths  per  year  in  the  U.S.  Furthermore, 
dementing  illnesses  are  the  most  common  reason 
for  admission  to  chronic  care  facilities,  accounting 
for  60%  of  nursing  home  beds  and  an  annual  cost 
of  approximately  $40  billion  dollars  for  chronic  care.^ 

There  is  no  evidence  that  aging  alone  results  in 
cognitive  dysfunction.  Although  aging  is  associated 
with  an  increase  in  time  necessary  to  complete  tasks 
and  mild  recent  memory  loss,  no  decline  in  intellect 
sufficient  to  cause  individual  dysfunction  is  “nor- 
mal.”'' 

The  evaluation  of  dementias  is  often  complex, 
requiring  the  input  of  multiple  disciplines.  The  Uni- 
versity of  Mississippi  Division  of  Geriatrics/Ger- 
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The  prevalence  of  dementia  in  the  aging 
population  is  reaching  epidemic  propor- 
tions. Normal  aging  alone  does  not  result 
in  intellectual  decline.  The  author  observes 
that  the  clinical  presentation  of  cognitive 
dysfunction  involves  a complex  array  of  dif- 
ferential diagnoses,  illustrated  by  the  first 
six  months'  experience  in  the  UMC  Geriatric 
Assessment  Clinic.  He  notes  that  dementias 
may  be  grouped  into  static,  reversible,  or 
progressive  types,  and  he  outlines  a classi- 
fication system  for  dementing  illnesses  as 
an  aid  in  clinical  evaluation. 


ontology  has  established  an  outpatient  Geriatric  As- 
sessment Clinic  whose  purpose  includes  diagnosis 
and  management  of  dementing  disease.  During  the 
first  6 months  of  operation,  17  patients  have  pre- 
sented with  complaints  of  cognitive  dysfunction. 
Senile  dementia  of  the  Alzheimer’s  type  has  been 
the  most  common  diagnosis  in  8/17  (47%)  of  pa- 
tients. However,  the  wide  spectrum  of  pathology 
can  be  seen  in  the  variety  of  other  diagnoses,  in- 
cluding “pseudodementia”  (2/17),  delirium  (2/17), 
senile  dementia  of  Binswanger’s  type  (2/17),  Pick’s 
disease  (1/17),  glioblastoma  (1/17),  amentia  (1/17), 
and  normal  pressure  hydrocephalus  (1/17). 

Definition  of  Dementing  Illness 

Dementia  is  a clinical  syndrome  of  multi-factorial 
decline  from  a previously  attained  intellectual  level. 
Two  components  are  necessary  for  the  diagnosis  of 
dementia:  (1)  the  decline  must  be  sustained  in  time 
(but  may  or  may  not  be  reversible);  and  (2)  the 
decline  must  be  global,  that  is,  involving  one  or 
more  areas  of  intellect  other  than  memory.  Local 
or  focal  areas  of  functional  loss,  such  as  an  amnesia, 
aphasia,  agnosia,  or  apraxia  are  not  included.  Men- 
tal retardation,  or  amentia,  is  excluded. 
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A clinically  useful  scheme  groups  the  dementias 
into  static,  reversible,  or  progressive  types.  Static 
dementias  usually  present  no  diagnostic  difficulties. 
These  dementias  are  usually  the  result  of  head 
trauma,  anoxia,  or  stroke  that  is  clearly  defined  in 
time  and  does  not  progress  without  additional  insult. 

Reversible  Dementias 

The  potential  for  diagnosing  a reversible  cause 
of  cognitive  dysfunction  is  the  impetus  behind  clin- 
ical evaluations.  In  non-selected  populations,  esti- 
mates of  reversible  dementias  range  up  to  30%.^  A 
major  cause  of  reversible  dementias  is  depressive 
disorders,  the  so-called  “pseudodementias.”  In 
contrast  to  the  progressive  dementia  disorders,  the 
patient  frequently  complains  bitterly  about  memory 
loss. 

The  causes  of  reversible  dementias  are  listed  in 
Table  1.  Among  the  chief  causes  of  dementia  in 
elderly  patients  are  drugs.  Almost  any  drug  can 
produce  cognitive  impairment  in  the  elderly  due  to 
altered  pharmacodynamics  in  this  population.  More 
frequently  reported  drug  associations  are  given  in 
Table  2. 

A careful  clinical  evaluation  should  exclude  a 
diagnosis  of  reversible  dementias.  While  metabolic, 
cardiovascular,  and  infectious  etiologies  are  more 
easily  diagnosed,  affective  disorders  are  often 
missed.  Gait  disturbances  and  urinary  incontinence 
should  suggest  normal  pressure  hydrocephalus  or 

TABLE  1 

COMMON  CAUSES  OF  DELIRIUM 


Metabolic  disorders 

Electrolyte  abnormalities 
Acid-base  disorders 
Hypoxia 
Hypercapnia 
Hypo-  or  hyperglycemia 
Azotemia 
Infections 

Decreased  cardiac  output 
Dehydration 
Acute  blood  loss 
Acute  myocardial  infarction 
Congestive  heart  failure 
Stroke 
Drugs 
Intoxication 
Hypo-  or  hyperthermia 
Acute  psychosis 

Transfer  to  unfamiliar  surroundings 
Other 

Fecal  impaction 
Urinary  retention 

From  Kane,  Geriatrics,  1986.  Reprinted  with  permission. 


multi-infarct  dementia  of  the  Binswanger’s  type. 
Space-occupying  lesions  without  neurological  signs 
are  more  often  present  in  the  frontal  or  temporal 
regions  of  the  brain. 

Progressive  Dementias 

The  progressive  dementias  are  the  most  frequent 
of  the  dementing  illnesses.  These  dementias  can  be 
grouped  in  those  with  no  important  neurological 
findings  and  those  with  other  prominent  neurolog- 
ical findings.  Alzheimer’s  disease  is  the  most  com- 
mon of  the  dementing  illnesses  with  little  or  no 
neurological  signs,  accounting  for  50-80%  of  di- 
agnoses. Also  in  this  category  is  Pick’s  disease, 
although  Pick’s  is  far  less  common. 

Progressive  dementias  with  neurological  findings 
include  Huntington’s  disease,  Parkinson’s  disease, 
cerebellar  degenerations,  and  amyotrophic  lateral 
sclerosis.  These  dementias  with  focal  signs  occur 
less  commonly.  There  is  a strong  association  of 
senile  dementia  of  the  Alzheimer’s  type  and  Par- 
kinson’s disease.  As  many  as  30%  of  patients  with 
Parkinson’s  disease  develop  dementia  with  anatom- 
ical similarities  to  Alzheimer’s  disease.® 

Clinical  Approach 

The  clinical  approach  to  a cognitively  impaired 
patient  depends  largely  on  a careful  history.  A de- 
lirious state  must  first  be  excluded.  Delirium  is  char- 
acterized by  a clouding  of  consciousness,  that  is,  a 


TABLE  2 

DRUGS  THAT  CONTRIBUTE  TO  DELIRIUM  OR  DEMENTIA 


Analgesics 

Cardiovascular 

Codeine 

Atropine 

Meperidine 

Digitalis 

Morphine 

Diurectics 

Pentazocine 

Lidocaine 

Propoxyphene 

Hypoglycemics 

Indomethicin 

Insulin 

Antihistamines 

Sulfonylureas 

Diphenhydramine 

Psychotropic 

Hydroxyzine 

Anti  anxiety 

Antihypertensives 

Lithium 

Clonidine 

Tricyclics 

Hydralazine 

Antipsychotic 

Methyldopa 

Hypnotics 

Propranolol 

Other 

Reserpine 

Cimetidine 

Antimicrobials 

Steroids 

Gentamicin 

Isonitizid 

Antiparkinsonian 

From  Kane,  Geriatrics,  1986  Reprinted  with  permission. 
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loss  of  touch  with  surroundings  and  an  inability  to 
maintain  attention.  Delirium  develops  usually  over 
a period  of  hours  or  days,  and  fluctuates  from  day 
to  day  in  intensity.  In  contrast,  dementias  rarely 
have  a definite  onset  in  time,  attention  and  con- 
sciousness is  not  impaired,  and  there  is  no  fluctua- 
tion in  intensity.  Delirium  may  at  times  be  super- 
imposed acutely  on  a chronic  dementia  state. 

Vascular  dementias,  of  which  multi-infarct  de- 
mentia is  the  most  common,  account  for  from  10- 
15%  of  dementing  illnesses.’  The  history  is  one  of 
abrupt  onset  or  step-wise  deterioration.  Hyperten- 
sion or  diabetes  are  commonly  associated  and  neu- 
rological symptoms  may  be  present.  There  is  no 
evidence  that  generalized  arteriosclerotic  intracra- 
nial disease  in  the  absence  of  infarction  causes  a 
dementing  illness.' 

Physical  examination  should  focus  on  the  pres- 
ence or  absence  of  neurological  symptoms  or  signs. 
Standard  laboratory  examination  should  include  a 
complete  blood  count,  screening  metabolic  panel 
with  electrolytes,  thyroid  function  testing,  vitamin 
B12  and  folate  levels,  serological  test  for  syphilis, 
and  AIDS  testing  in  appropriate  risk  groups.  A chest 
x-ray,  electrocardiogram,  and  urine  analysis  are  often 
recommended  but  have  less  supporting  data. 

Global  dysfunction  in  cognitive  impairment  must 
be  documented.  Areas  such  as  calculation,  praxis, 
attention,  and  following  commands  must  be  eval- 
uated as  well  as  orientation  and  recall.  The  most 
reproducible  of  instruments  to  assess  global  function 
is  the  Folstein  Mini-Mental  Evaluation.  The  MMSE 
takes  less  than  10  minutes  to  administer  and  is  highly 
specific  for  dementia.*  (See  Figure  1.)  Short  mental 
status  tests  which  rely  on  memory  or  orientation 
alone  are  not  sensitive  for  global  dysfunction.  It  is 
the  global  dysfunction  that  characterizes  the  primary 
dementias.  Mild  recent  memory  loss,  or  “benign 
senile  forgetfulness  syndrome”  rarely  affects  the 
individual’s  ability  to  function  normally. 

Computed  tomography  of  the  head  is  almost  al- 
ways necessary  unless  the  cause  of  the  dementia  is 
obvious.  It  is  important  to  recognize  that  diffuse 
cortical  atrophy  on  CT  scan  or  MRI  scan  is  neither 
diagnostic  nor  specific  for  Alzheimer’s  disease  since 
these  changes  can  occur  with  dehydration  or  other 
primary  neurological  disorders.  Unless  there  is  sus- 
picion of  a space-occupying  lesion  or  focal  signs 
are  present  on  physical  examination,  radiographic 
contrast  is  not  necessary  and  non-use  will  be  less 
risky  in  the  elderly  population. 

Various  ancillary  tests  have  been  recommended 
but  are  controversial.  Electroencephalography  is  not 
useful  unless  seizure  disorders  are  strongly  sus- 


Figure  1 

FOLSTEIN  MINI-MENTAL 

PATIENT’S  NAME TOTAL  SCORE 

PT’S  HIGHEST  SCHOOL  GRADE  COMPLETED 
EXAMINER 


MAX 

SCORE  SCORE  ORIENTATION 


5 ( ) What  is  the  (year)  (season)  (date) 

(day)  (month)? 

5 ( ) Where  are  we:  (state)  (city)  (street) 

(hospital)  (floor)? 


REGISTRATION 

3 ( ) Name  3 objects:  1 second  to  say  each. 

Then  ask  patient  all  three  objects  after 
you  have  said  them.  Give  1 pt.  for 
each  correct  answer.  Then  repeat  ob- 
jects until  patient  learns  all  three. 
Count  trials  and  record: 


ATTENTION  AND  CALCULA- 
TION 

5 ( ) Serials  7’s.  One  point  for  each  cor- 

rect. Stop  after  5 answers.  Alterna- 
tively, spell  “world”  backwards. 


3 ( ) 

1 ( ) 

1 ( ) 

3 ( ) 

1 ( ) 

1 ( ) 


RECALL 

Ask  for  three  objects  repeated  above. 
Give  one  pt.  for  each  correct. 

LANGUAGE  AND  PRAXIS 
Name  a pencil  and  a watch. 

Repeat  the  following:  “No  ifs,  ands, 
or  buts.” 

Follow  a 3-stage  command:  “Take 
paper  in  your  right  hand,  fold  it  in 
half,  and  put  it  on  the  floor.” 

Read  and  obey  the  following: 

Write  a sentence: 


_J _( )_  Copy  this  design: 

30 


pected.  Lumbar  puncture  is  not  recommended  un- 
less signs  of  infection  are  present.  Carotid  ultra- 
sound is  of  no  value  unless  used  in  a search  for 
emboli  in  multi-infarct  dementia.  Finally,  all  drugs 
that  are  not  essential  to  patient  care  should  be  dis- 
continued and  the  patient  re-evaluated  at  a later  date. 
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Conclusion 

The  clinical  evaluation  of  dementing  illness  should 
be  aimed  at  determining  reversible  causes.  Fre- 
quently, however,  time  alone  is  necessary  to  deter- 
mine the  progressive  nature  of  a dementing  illness. 
Labeling  of  the  patient  as  “senile”  or  having  an 
“organic  brain  syndrome”  does  not  offer  a useful 
framework  for  counseling  or  understanding  a dev- 
astating change  in  an  individual.  Proper  classifi- 
cation of  progressive  dementing  illnesses  can  be 
used  to  help  the  family  cope  with  prognosis  for  the 
patient  and  in  planning  for  care.  ★★★ 

2500  North  State  Street  (39216) 
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Control  on  the  Insulin-Dependent 
Diabetic  Gravida 


JAMES  N.  MARTIN,  JR.,  M.D. 

OWEN  PHILLIPS,  M.D. 

PAMELA  BLAKE,  R.N.,  M.S.N. 

BARBARA  MCLAUGHLIN,  R.N.,  M.N. 

JOHN  C.  MORRISON,  M.D. 

Jackson,  Mississippi 

Contemporary  perinatal  approaches  for  op- 
timal obstetric  management  of  the  diabetic  gravida 
emphasize  control  of  maternal  glycemia.'"^  Main- 
tenance of  euglycemia  in  the  insulin-dependent  di- 
abetic gravida  has  been  associated  with  a reduction 
in  perinatal  morbidity  and  mortality.^'®  Although 
“tight  glucose  control”  for  these  parturients  is  a 
major  management  goal,  many  methods  of  therapy 
and  assessment  have  been  proposed.  Fasting,  pre- 
prandial  and  postprandial  glucose  measurements  as 
well  as  frequent  tests  for  glucosuria  have  all  been 
used  to  estimate  glucose  control.*-  " 

Several  recommended  clinical  practices  for  the 
diabetic  gravida  including  routine  hospitalization  in 
mid-third  trimester  until  delivery,  elective  preterm 
delivery,  and  preferred  cesarean  delivery  have  been 
emphasized  as  important  factors  in  improved  ma- 
ternal outcome  as  well  as  reduced  perinatal  mor- 
bidity and  mortality.  In  response  to  cost  contain- 
ment and  humanistic  concerns,  there  has  been  a 
trend  in  the  1980’s  toward  ambulatory  management 
of  the  diabetic  gravida.*  *- 
This  report  summarizes  the  maternal  and  perinatal 
results  of  a pregnancy  management  protocol  for  in- 
sulin-requiring diabetic  parturients  (class  B or 
greater)  which  emphasizes  rigorous  glucose  control 
via  ambulatory  patient  utilization  of  reflectance  me- 
ter determinations  of  fasting  blood  glucose  (FBG) 
and  two-hour  postprandial  blood  glucose  (2-h  PPBG) 
values.  Our  findings  are  contrasted  to  a second  group 
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The  pursuit  of  maternal  euglycemia  is  the 
cornerstone  of  contemporary  perinatal  man- 
agement of  the  insulin-requiring  diabetic 
gravida  and  its  achievement  has  been  as- 
sociated with  reduced  perinatal  morbidity 
and  mortality.  The  maternal  and  perinatal 
results  of  a pregnancy  management  proto- 
col for  insulin-requiring  diabetic  gravidas 
which  emphasizes  rigorous  glucose  control 
via  ambulatory  patient  utilization  of  reflec- 
tance meter  determinations  of  fasting  and 
two-hour  postprandial  blood  glucose  is  sum- 
marized in  this  report.  The  authors  describe 
the  excellent  maternal  and  neonatal  out- 
comes achieved  with  this  protocol,  and  em- 
phasize the  efficacy  of  this  ambulatory  ap- 
proach to  the  treatment  of  insulin-dependent 
diabetic  pregnancies. 


of  insulin-dependent  diabetic  gravidas  who  were  also 
delivered  in  our  tertiary  care  perinatal  center  during 
the  same  treatment  interval  but  who  were  not  in 
good  diabetic  control  secondary  to  noncompliance 
or  lateness  of  referral. 

Materials  and  Methods 

During  a four-year  interval,  56  insulin-dependent 
diabetic  gravidas  were  managed  at  the  University 
of  Mississippi  Medical  Center  (UMC)  according  to 
a protocol  to  achieve  euglycemia  (Group  I).  All 
patients  in  this  group  came  from  lower  and  middle 
class  rural  socioeconomic  backgrounds  and  all 
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achieved  acceptable  control  with  adherence  to  our 
protocol.  Approximately  400  glucose  determina- 
tions during  pregnancy  were  recorded  by  each  par- 
turient in  Group  I.  The  outcomes  of  these  pregnan- 
cies (Group  I)  are  compared  to  the  gestations  of  63 
insulin-dependent  diabetic  gravidas  (Group  II)  who 
were  delivered  contemporaneously  at  UMC  also  but 
who  either  were  noncompliant  or  were  referred  late 
in  gestation  for  delivery  having  followed  alternative 
management  schemes  with  less  strict  glucose  con- 
trol. 

All  patients  in  Group  I were  managed  on  an  am- 
bulatory or  inhospital  basis  by  the  same  perinatal 
team  nurse  and  physician  providers.  With  ambu- 
latory management  a primary  goal,  hospitalization 
was  reserved  for  the  newly  diagnosed  or  referred 
insulin-requiring  diabetic  gravida  as  well  as  any  par- 
turient who  developed  pregnancy-induced  hyper- 
tension, infection,  other  serious  medical  compli- 
cations or  who  infrequently  had  educational  and 
logistical  hurdles  to  outpatient  management.  Until 
32  weeks’  gestation,  study  subjects  were  seen  bi- 
weekly with  at  least  weekly  evaluations  scheduled 
thereafter. 

At  all  times  the  ambulatory  or  hospitalized  dia- 
betic gravidas  utilized  a reflectance  meter  for  self- 
monitoring of  blood  sugars.  Split  dose  insulin  was 
administered  mornings  and  afternoons  as  a mixture 
of  NPH  and  regular  insulin.  FBG  and  2-h  PPBG 
values  were  obtained  daily  as  were  urine  acetone 
determinations.  Euglycemia  for  our  purposes  was 
considered  to  be  a FBG  ^ 100  mg/dl  and  a 2-h 
PPBG  ^ 150  mg/dl  with  no  acetonuria.  Frequent 
and  small  insulin  adjustments  in  response  to  glucose 
variation  coupled  with  patient  involvement  and  ed- 
ucation regarding  her  disease  assisted  the  achieve- 
ment of  euglycemia. 

Other  important  elements  of  our  protocol  include 
baseline  renal,  ophthalmologic  and  uterine-targeted 
ultrasound  examinations  as  well  as  a serum  alpha- 
fetoprotein  determination  at  16  weeks’  gestation  to 
screen  for  neural  tube  defects.  An  ADA  diet  ap- 
propriate for  weight  with  caloric  distribution  ratios 
over  four  meals  of  2/7,  2/7,  2/7,  and  1/7  fractions 
was  constructed  and  monitored  by  our  diabetic  nu- 
tritionist. Intensive  education,  encouragement  and 
monitoring  via  frequent  telephone  contacts  was  per- 
formed by  specially-trained  perinatal  nurses.  Third- 
trimester  serial  sonography  and  combined  nonstress 
and  contraction  (nipple  stimulation)  stress  test  weekly 
from  32  weeks  onward  were  performed  per  proto- 
col. Our  policy  generally  was  to  await  spontaneous 
labor  at  term  in  the  absence  of  worrisome  findings 
with  individualization  of  each  case  to  seek  a safe 


TABLE  1 

CLASSinCATlON  OF  STUDY  SUBJECTS  BY  WHITE 
CLASSinCATION 


B 

C D 

Total 

Group  I 

35 

14  7 

56 

(Protocol) 
Group  II 

47 

13  3 

63 

TABLE  2 

GLUCOSE  CONTROL  VALUES  FROM  GROUP  I 

FBG  range:  51-159  mg% 

X = 99.1  ± 3.0  (SEM) 

2-h  PPBG  range:  84-223  tng% 
X = 131.5  ± 3.3  (SEM) 

labor  and  vaginal  delivery.  Intrapartum  euglycemia 
via  continuous  insulin  infusion  and  continuous  elec- 
tronic fetal  monitoring  throughout  labor  and  deliv- 
ery importantly  were  performed  in  addition  to  expert 
newborn  evaluation  and  care  by  an  experienced  neo- 
natal team. 

In  contrast,  insulin-dependent  diabetic  gravidas 
in  Group  II  either  demonstrated  poor  compliance 
and/or  were  referred  late  in  gestation  for  delivery 
having  been  managed  by  other  care  providers  uti- 
lizing alternative  methods  of  diabetic  management. 
Comparison  of  mean  hemoglobin  A,c  levels  be- 
tween groups  is  not  possible  because  this  useful 
parameter  to  assess  recent  past  blood  glucose  ho- 
meostasis was  not  introduced  into  our  routine  pro- 
tocol until  mid-study  nor  was  it  available  for  Group 
II  gravidas. 

Results 

There  were  56  insulin-dependent  diabetic  gravi- 
das managed  by  protocol  (Group  1)  and  63  contem- 
porary nonprotocol  insulin-requiring  diabetic  par- 
turients who  did  not  benefit  from  strict  ambulatory 
glucose  control  (Group  II).  The  composition  of  each 
group  according  to  White’s  classification  is  shown 
in  Table  1. 

Outpatient  and  inpatient  recording  of  blood  glu- 
cose values  during  gestation  by  Group  I parturients 
made  possible  an  assessment  of  the  degree  of  eu- 
glycemia in  each  patient.  The  mean  FBG  (99.1  ± 
30  mg/dl)  and  mean  2-h  PPBG  (131.5  ± 3.3  mg/ 
dl)  values  were  derived  by  utilizing  data  from  three 
days  each  week  (Tuesday,  Wednesday,  and  Thurs- 
day) for  the  weeks  of  data  that  were  available;  12- 
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20  weeks  in  most  patients  were  utilized  (see  Table 
2).  The  absence  of  similar  data  for  nonprotocol  par- 
turients in  Group  II  precludes  any  comparative  as- 
sessment of  diabetic  control  between  groups  but 
there  were  no  patients  in  Group  II  who  had  FBG 
< 1(X)  mg/dl  or  2-h  PPBG  < 140  mg/dl  upon  entry 
into  our  system. 

Maternal  morbidity  is  depicted  in  Table  3.  Preg- 
nancy-induced hypertension  was  a common  com- 
plication in  both  study  groups.  Other  maternal  com- 
plications of  diabetes  mellitus  including  diabetic 
ketoacidosis,  pyelonephritis,  hydramnios  and  pre- 
term labor  occurred  in  a larger  percentage  of  Group 
II  parturients  than  in  Group  I mothers  who  partic- 
ipated in  the  ambulatory  management  protocol. 

Table  4 presents  perinatal  deaths  and  congenital 
malformations.  Excluding  three  parturients  with 
early  pregnancy  losses,  the  average  gestational  age 
at  delivery  for  Group  I parturients  was  37.7  weeks. 
There  were  three  perinatal  deaths  in  association  with 
these  pregnancies.  One  occurred  secondary  to  a pro- 
lapsed cord  following  premature  rupture  of  mem- 
branes at  30  weeks,  one  was  a fetal  death  resulting 
from  spontaneous  rupture  of  a previous  classical 
cesarean  section  scar  at  29  weeks  in  a 307  pound 
class  B diabetic  gravida,  and  the  third  death  was 
secondary  to  severe  congenital  malformations  (cau- 
dal regression  and  hypoplastic  lungs).  This  was  the 
product  of  a class  D diabetic  who  entered  the  pro- 
tocol at  17  weeks’  gestation.  Eleven  Group  I pro- 


tocol parturients  had  suffered  intrauterine  fetal  deaths 
in  previous  gestations.  All  delivered  livebom  infants 
in  the  present  gestation  under  treatment.  In  Group 
II,  eight  perinatal  deaths  occurred,  seven  being 
unexplained  intrauterine  fetal  demises  at  an  average 
gestational  age  of  36.6  weeks.  The  eighth  neonate 
died  from  severe  malformations  associated  with  Pot- 
ter’s syndrome  following  delivery  at  35  weeks. 

Neonatal  morbidity  including  neonates  ^ 4000 
g,  shoulder  dystocia,  hypoglycemia,  hyperbiliru- 
binemia, and  respiratory  distress  syndrome  (RDS) 
is  depicted  in  Table  5.  The  number  of  infants  weigh- 
ing ^ 4000  g was  evenly  distributed  between  the 
groups.  However,  three  vaginal  deliveries  in  Group 
II  occurred  with  severe  shoulder  dystocia,  one  with 
a resultant  Erb’s  palsy.  The  incidence  of  neonatal 
hypoglycemia  (^30  mg/dl)  in  both  groups  of  term 
neonates  was  similar,  probably  reflecting  the  efforts 
expended  for  all  diabetic  parturients,  regardless  of 
antepartum  protocol,  to  achieve  intrapartum  eugly- 
cemia  by  continuous  insulin  infusion. 

Newborns  of  Group  II  diabetic  gravidas  experi- 
enced a greater  incidence  of  hyperbilirubinemia  than 
did  the  progeny  of  Group  I parturients.  Defined  as 
serum  bilirubin  >13  mg/dl  in  the  term  neonate, 
hyperbilirubinemia  in  all  infants  responded  to  pho- 
totherapy and  did  not  require  exchange  transfusion. 
Many  of  the  neonates  with  hyperbilirubinemia  were 
premature.  A diagnosis  of  hyaline  membrane  dis- 
ease (HMD)  was  made  if  a neonate  required  > 50% 


TABLE  3 

MATERNAL  MORBIDITY 


Pregnancy-Induced 

Hypertension 

Diabetic 

Ketoacidosis 

Hydramnios 

Pyelonephritis 

Preterm 

Labor 

Group  I 
(Protocol) 

N = 13  (24.5%) 

1 (1.9%) 

1 (1.9%) 

0 (0.0%) 

1 (1.9%) 

Group  II 

N = 11  (17.5%) 

3 (4.8%) 

3 (4.8%) 

2 (3.2%) 

6 (9.5%) 

TABLE  4 

PERINATAL  MORTALITY 

Perinatal 

Deaths 

Congenital 

Malformations 

Deaths 
Unrelated 
to  Diabetes 

Corrected 

Rate 

Group  I 
(Protocol) 

5 

1 

2 

5.7% 

(3  of  53  births) 
57  per  1000 
11.11% 

Group  II 

8 

1 

0 

(7  of  63  births) 
111  per  1000 
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TABLE  5 

NEONATAL  MORBIDITY 


Shoulder 

Dystocia 

Macrosomia 
s 4000  g 

Hypoglycemia 
s 30  mg% 

Hyperbilirubinemia 

RDS 

(TNN  + HMD) 

Group  I 
(Protocol) 

1 (3.8%) 

8 (15.0%) 

3 (5.6%) 

4 (8.3%) 

5 (10.5%) 

Group  II 

3 (8.6%) 

9 (14.3%) 

4 (6.3%) 

12  (21.8%) 

9 (16.4%) 

oxygen  for  > 24  h and  if  it  also  had  radiographic 
evidence  consistent  with  HMD.  If  a neonate  were 
tachypneic  but  did  not  need  oxygen,  it  was  consid- 
ered to  represent  transient  tachypnea  of  the  new- 
born. The  only  case  of  severe  RDS  in  Group  I oc- 
curred in  association  with  the  difficult  cesarean 
delivery  of  a term  macrosomic  neonate  following  a 
positive  contraction  stress  test.  Transient  tachypnea 
of  the  newborn  was  present  in  five  neonates  of  Group 
II  and  mild  respiratory  distress  (not  HMD)  was  pres- 
ent in  four  others. 

Discussion 

The  essential  elements  of  a protocol  for  the  am- 
bulatory management  of  pregnancy  complicated  by 
class  B or  greater  diabetes  mellitus  have  been  pre- 
sented and  illustrated  via  the  case  outcomes  for  56 
parturients  (Group  I).  For  purposes  of  contrast,  the 
outcomes  of  a contemporary  group  of  insulin-de- 
pendent gravidas  also  delivered  at  UMC  but  whose 
antepartum  care  was  neither  characterized  by  rig- 
orous glucose  control  or  enrollment  and  adherence 
to  protocol  standard  is  presented  as  Group  II.  Many 
parturients  in  Group  II  were  referred  to  UMC  late 
in  gestation  for  management  of  diabetic  complica- 
tions which  might  have  been  avoided  had  these  par- 
turients received  antepartal  care  via  the  protocol. 
Their  complications  and  outcomes  serve  to  illustrate 
the  traditional  complications  of  less  than  rigorous 
controlled  diabetic  pregnancy. 

The  tightly  controlled  and  closely  managed  par- 
turients of  Group  I had  very  favorable  outcomes  in 
regard  to  perinatal  mortality  and  maternal  morbid- 
ity. The  corrected  perinatal  death  rate  of  3.7%  for 
the  protocol  patients  is  compatible  with  that  reported 
by  others  such  as  Karlson’  (3.8%)  and  Gabbe^ 
(4.5%).  With  the  exception  of  the  fetal  losses  due 
to  fatal  congenital  malformations,  spontaneous  uter- 
ine rupture  and  cord  prolapse,  only  two  losses  in 
Group  I were  related  to  the  mother’s  diabetic  state. 
If  the  congenital  malformation  is  not  excluded,  a 
perinatal  mortality  rate  of  5.7%  for  Group  I is  ob- 


tained. In  contrast,  all  perinatal  deaths  in  Group  II 
could  be  directly  related  to  diabetes  mellitus.  Hence, 
the  corrected  perinatal  mortality  of  our  protocol  par- 
turients is  comparable  to  the  excellent  results  ob- 
tained by  other  groups. 

Preeclampsia  is  common  in  our  population;  the 
incidence  in  our  protocol  patients  and  in  Group  II 
was  greater  than  that  of  14%  reported  in  Kitzmiller’s 
population®  or  Cousin’s  overall  review  of  pregnancy 
complications.'®  Other  maternal  complications  such 
as  diabetic  ketoacidosis,  hydramnios,  pyelonephri- 
tis, and  preterm  labor  were  more  commonly  en- 
countered in  Group  II  parturients.  This  is  consistent 
with  Pedersen’s  findings  that  the  occurrence  of  these 
complications  is  associated  with  a poor  fetal  out- 
come. 

In  contrast  to  reports  of  high  neonatal  morbidity 
rates  following  carefully  managed  diabetic  gesta- 
tions,® the  incidence  of  overall  neonatal  morbidity 
was  low  in  our  protocol  parturients.  Macrosomic 
infants  weight  ^ 4000  g were  bom  to  approximately 
equal  numbers  of  parturients  in  both  groups  at  fre- 
quencies substantially  less  than  the  22%  overall  in- 
cidence in  Gabbe’s  study.®  The  incidence  in  Group 
I might  have  been  even  lower  had  insulin  admin- 
istration and  tight  control  been  initiated  earlier  in 
gestation  for  more  of  our  patients.  Hypoglycemia 
was  uncommon  in  both  groups  even  though  our 
neonatal  unit’s  definition  of  hypoglycemia  is  ^ 30 
mg%  and  many  researchers  use  ^ 20  mg%.  We 
attribute  the  low  incidence  of  hypoglycemia  to  the 
rigorous  intrapartum  glucose  control  which  was  at- 
tempted for  parturients  in  both  groups.  While  both 
RDS  and  hyperbilimbinemia  have  traditionally  been 
common  neonatal  problems  and  were  more  com- 
monly encountered  in  the  nonprotocol  individuals 
of  Group  II,  neither  group  had  significant  sequelae 
from  these  complications. 

The  findings  of  this  study  are  in  agreement  with 
the  fundamental  tenet  of  diabetic  pregnancy  man- 
agement expressed  so  well  by  Coustan  that  “main- 
taining plasma  glucose  levels  as  close  to  normal  as 
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possible,  with  the  hope  of  vaginally  delivering  a 
normal  infant  at  or  close  to  term”  should  be  the 
goal  of  management  of  the  pregnant  diabetic.'®  Al- 
though the  goal  of  “rigid”  glucose  control  and  its 
revelance  to  optimal  perinatal  outcome  have  been 
questioned  by  some,'®  our  experience  suggests  that 
the  achievement  and  maintenance  of  euglycemia  is 
the  single-most  important  element  of  a successful 
pregnancy  management  scheme.  The  use  of  reflec- 
tance meters  by  our  study  subjects  made  this  goal 
possible.  Ambulatory  reflectance  meter  monitoring 
of  blood  sugars  by  the  parturients  facilitates  frequent 
changes  in  insulin  dosages,  instills  a sense  of  par- 
ticipation and  control  by  the  patient  over  her  dis- 
ease, and  is  associated  with  fewer  expensive  hos- 
pitalizations for  complications.  Outpatient 
management  until  term  in  conjunction  with  careful 
fetal  surveillance  is  demonstrated  to  be  safe  and  to 
result  in  no  unexplained  fetal  demises. 

A new  goal  for  obstetricians  should  be  early  iden- 
tification and  tight  control  of  the  insulin-dependent 
diabetic  gravida  prior  to  conception. If  this  can 
be  accomplished,  we  may  reduce  both  the  congen- 
ital malformation  rate  as  well  as  other  forms  of 
morbidity  in  order  to  achieve  outcomes  equal  to  that 
of  nondiabetic  gestations.  ★★★ 

Dr.  Martin:  2500  North  State  Street  (39126) 
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SPECIAL  ARTICLE 


Part  I:  What  Are  the  Antitrust  Laws? 

Collective  Negotiation  and  Antitrust: 
A Guide  for  Physicians 


Independent  physicians,  already  subject  to  sub- 
stantial government  regulation,  find  themselves  un- 
der pressure  from  many  third-party  payors  to  reduce 
their  fees,  grant  discounts  or  alter  their  practice. 
Some  payors  account  for  a substantial  volume  of 
patients,  and  are  able  to  obtain  concessions  from 
independently  practicing  physicians.  In  some  situ- 
ations payors  have  an  unfair  advantage  in  these  ne- 
gotiations because  of  their  purchasing  power.  A nat- 
ural, but  sometimes  dangerous,  reaction  of  individual 
physicians  is  to  “level  the  playing  field”  by  joining 
with  their  colleagues  and  dealing  with  payors  col- 
lectively over  reimbursement  and  fees. 

Collective  conduct  by  independently  practicing 
physicians  can  result  in  illegal  price-fixing  or  group 
boycott  agreements  under  the  antitrust  laws  unless 
physicians  proceed  cautiously.  Violation  of  the  an- 
titrust laws  can  involve  severe  sanctions,  including 
criminal  prosecution.  Currently,  for  example,  three 
grand  juries  are  investigating  physicians  and  dentists 
to  determine  whether  they  illegally  fixed  prices.  If 
convicted,  these  professionals  would  be  labeled 
“felons”  and  could  be  imprisoned  for  up  to  three 
years  and  fined  up  to  $250,000.  Moreover,  they 
could  lose  their  licenses  to  practice. 

In  addition,  physicians  can  face  civil  antitrust 
litigation.  A losing  antitrust  defendant  is  liable  for 
three  times  the  actual  amount  of  any  damages  the 
violation  caused  and  for  the  attorneys  fees  of  the 
plaintiff  (often  in  the  six  to  seven-figure  range).  Any 
antitrust  litigation  will  involve  severe  emotional 
trauma  for  the  physicians  and  their  families. 

There  is  a wide  range  of  effective  enforcement 
mechanisms  under  the  antitrust  laws.  The  United 
States  Department  of  Justice  has  authority  to  bring 
civil  and  criminal  actions.  The  Federal  Trade  Com- 
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mission  also  can  bring  civil  antitrust  cases  and  has 
been  very  active  in  the  medical  area.  In  addition, 
state  attorneys  general  can  enforce  state  and  federal 
antitrust  laws.  Finally,  private  parties,  such  as  com- 


This  article  is  the  first  in  a series  on  an- 
titrust laws.  The  articles  are  reprinted  from 
a brochure  published  by  the  American  Med- 
ical Association. 


peting  physicians  and  third-party  payors,  may  bring 
an  action  for  treble  damages,  injunctive  relief,  and 
attorneys  fees. 

For  these  reasons,  it  is  essential  for  physicians  to 
gain  a basic  understanding  of  antitrust  law.  With 
this  understanding,  they  can  recognize  potential 
problems  and  seek  expert  legal  advice  when  appro- 
priate. This  brochure  explains  basic  antitrust  prin- 
ciples and  what  physicians  and  medical  societies 
may  and  may  not  do  when  dealing  with  fees  and 
reimbursement.  It  also  discusses  how  physicians  can 
integrate  their  practices  with  the  effect  of  reducing 
antitrust  risk.  It  explains  that  unions  receive  no  spe- 
cial treatment  under  the  antitrust  laws.  Finally,  it 
presents  several  real  life  situations  that  physicians 
could  face  and  the  potential  antitrust  ramifications 
of  each. 

Congress  enacted  the  antitrust  laws  nearly  100 
years  ago  to  assure  that  each  individual  or  firm 
competes  independently.  The  antitrust  law  most  rel- 
evant to  physicians  is  Section  1 of  the  Sherman  Act. 
In  essence,  that  statute  prohibits  any  concerted  ac- 
tion which  unreasonably  restrains  competition.  Thus, 
two  elements  must  be  present  to  establish  a violation 
of  this  law:  1.  concerted  action  which  produces;  2. 
an  unreasonable  restraint  of  competition. 
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Concerted  Action 

No  formal  written  agreement  is  necessary  to  sat- 
isfy the  concerted  action  element  of  the  Sherman 
Act.  All  that  is  required  is  an  informal  understand- 
ing. As  an  association  of  competing  physicians,  a 
medical  society  will  almost  certainly  satisfy  the  con- 
certed action  element  of  the  Sherman  Act.  Medical 
societies  must  therefore  assure  that  their  actions  do 
not  unreasonably  restrain  competition. 

Actions  by  informal  groups  of  physicians  can  also 
constitute  concerted  action.  For  example,  an  agree- 
ment to  fix  prices  could  be  inferred  from  meetings 
at  which  physicians  discussed  fees  if  afterwards  the 
physicians  began  charging  the  same  fees.  Because 
concerted  activity  can  be  inferred  even  without  a 
formal  agreement,  physicians  should  avoid  dis- 
cussing their  fees  or  engaging  in  any  group  activity 
that  could  have  an  impact  on  competition  without 
first  having  obtained  competent  legal  advice. 

There  is  a wide  range  of  effective  enforcement 
mechanisms  under  the  antitrust  laws  ...  it  is  es- 
sential for  physicians  to  gain  a basic  understanding 
of  antitrust  law.  With  this  understanding,  they  can 
recognize  potential  problems  and  seek  expert  legal 
advice  when  appropriate. 

It  should  be  emphasized  that  unilateral  actions  do 
not  constitute  agreements  for  purposes  of  the  Sher- 
man Act.  Thus  an  individual  physician  or  a single 
professional  corporation  may  take  any  action  as  long 
as  the  physician  or  group  acts  independently  and 
not  in  concert  with  another.  Similarly,  fully  inte- 
grated group  practices  and  IPA’s  are  considered  to 
be  single  entities.  Conduct  undertaken  by  any  such 
entity  independently  would  not  satisfy  the  concerted 
action  element. 

Restraint  of  Competition 

Conduct  will  be  considered  to  be  an  unreasonable 
restraint  of  trade  if  it  is  on  balance  anticompetitive. 
There  are  two  standards  by  which  the  competitive 
consequences  of  challenged  conduct  is  determined. 
Most  conduct  is  examined  under  the  “rule  of  rea- 
son.” Under  it,  a court  examines  all  relevant  facts 
and  weighs  the  procompetitive  and  anticompetitive 
effects  of  the  activity. 

Some  types  of  conduct,  however,  are  considered 
always  to  be  anticompetitive.  Thus  courts  do  not 
consider  evidence  about  the  purpose  or  effect  of 
such  conduct.  These  types  of  conduct  are  said  to  be 
per  se  illegal,  regardless  of  their  purpose  or  their 
actual  effect  on  competition.  It  is  the  per  se  illegal 
types  of  agreements  that  the  Department  of  Justice 
prosecutes  criminally.  Physicians,  therefore,  must 


understand  what  types  of  agreements  are  per  se  il- 
legal and  must  avoid  them. 

The  type  of  concerted  action  most  likely  to  be 
prosecuted  criminally  is  a “naked”  horizontal  price- 
fixing agreement.  A horizontal  price-fixing  agree- 
ment is  an  agreement  or  understanding  among  com- 
petitors to  raise  prices  or  to  charge  a particular  fee. 
A ‘ ‘naked’  ’ price-fixing  agreement  is  an  agreement 
or  understanding  about  prices  that  is  not  part  of  — 
or  necessary  to  — other  coordination  or  integration 
among  physicians  that,  on  balance,  might  be  pro- 
competitive.  For  example,  if  two  or  more  obstetrical 
groups  in  a town  agreed  with  each  other  upon  the 
fees  they  would  charge  for  prenatal  and  perinatal 
care,  their  conduct  would  be  a naked  price-fixing 
agreement  and  would  be  illegal  per  se. 

Another  type  of  agreement  that  may  be  consid- 
ered per  se  unlawful  is  a group  boycott.  A group 
boycott  is  an  agreement  among  competitors  to  re- 
fuse to  deal  with  another  competitor,  a supplier,  or 
a customer  in  order  to  suppress  competition.  Phy- 
sician group  boycotts  have  generally  occurred  where: 
1.  physicians  jointly  refuse  to  deal  with  an  HMO 
or  similar  plan  unless  certain  contract  terms  are  met, 
or  2.  physicians  jointly  refuse  to  refer  patients  to  a 
particular  physician  or  group  of  physicians  for  an- 
ticompetitive reasons.  Boycotts  of  this  type  for  the 
purpose  of  enforcing  a price-fixing  agreement  are 
illegal  per  se. 

Of  course,  every  physician  may  independently 
decide  whether  to  contract  with  an  HMO  or  to  refer 
a patient  to  another  physician.  An  illegal  restraint 
of  competition  arises  when  the  physician  makes  these 
decisions  as  part  of  a group  of  otherwise  independ- 
ent, competing  physicians.  Even  when  acting  in- 
dependently, physicians  must  be  careful  not  to  use 
the  threat  of  a group  boycott  in  negotiations  with 
third-party  payors  or  in  referral  relationships  with 
other  physicians. 

A common  situation  in  which  group  boycotts  are 
alleged  is  credentialing.  However,  physicians  who 
engage  in  good  faith  peer  review  are  not  exposed 
to  substantial  antitrust  risk.  Peer  review  actions  will 
almost  certainly  be  judged  under  the  rule  of  reason. 
As  long  as  the  purpose  of  the  credentialing  is  to 
identify  and  weed  out  substandard  practitioners,  the 
activity  is  procompetitive.  It  enables  the  hospital 
and  staff  physicians  to  compete  more  effectively  by 
raising  the  quality  of  the  medical  staff.  However, 
as  in  all  concerted  action  by  physicians,  peer  review 
procedures  should  be  reviewed  by  competent  legal 
counsel. 

A third  type  of  agreement  that  is  per  se  unlawful 
is  a market  allocation  arrangement.  Examples  of 
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such  an  arrangement  include  agreements  regarding 
the  geographic  area  that  competing  medical  groups 
will  serve  or  the  managed  care  plans  with  which 
they  will  deal.  In  practice,  market  allocation  agree- 
ments involving  physicians  are  highly  unusual. 

Significantly,  a covenant  not  to  compete  which 
applies  at  the  termination  of  an  employment  contract 
will  not  be  considered  per  se  illegal.  Rather,  it  is 
ancillary  to  an  employment  agreement  that  enables 
the  employer  to  compete  effectively.  Accordingly, 
a covenant  not  to  compete  will  be  judged  under  the 
rule  of  reason. 

In  sum,  the  cornerstone  of  the  Sherman  Act  is 
competition.  The  courts  will  not  tolerate  agreements 
which  suppress  competition.  Competent  legal  ad- 
vice is  necessary  to  help  physicians  determine 
whether  a proposed  course  of  conduct  involves  con- 
certed action  and,  if  so,  whether  the  conduct  is 
anticompetitive. 

Exceptions 

Conduct  will  be  considered  to  be  an  unreasonable 
restraint  of  trade  if  it  is  on  balance  anticompeti- 
tive. . . .Two  exceptions  to  the  antitrust  laws  are 
very  important  to  physicians.  The  first  arises  out  of 


the  right  to  petition  the  government.  The  second 
involves  conduct  which  is  clearly  authorized  and 
actively  supervised  by  a state. 

The  First  Amendment  to  the  United  States  Con- 
stitution protects  the  right  to  petition  the  government 
— the  executive,  the  legislature,  the  courts,  and 
administrative  agencies.  This  constitutional  protec- 
tion permits  physicians  and  medical  societies  to  ad- 
vocate government  action  even  if  that  action  would 
harm  competition  — as  long  as  the  advocacy  is  in 
good  faith.  For  example,  physicians  may  not  threaten 
to  boycott  an  insurance  company  unless  reimburse- 
ment is  increased.  But  physicians  may  lobby  the 
legislature  for  a law  which  would  increase  reim- 
bursement levels. 

The  second  exception,  state  action,  is  rooted  in 
the  principle  of  state  sovereignty.  Acts  of  the  state 
itself,  in  its  governmental  capacity,  are  not  subject 
to  the  antitrust  laws.  Private  parties  may  take  ad- 
vantage of  this  exception  if  their  acts  were  clearly 
authorized  and  actively  supervised  by  the  state.  For 
example,  credentialing  decisions  would  not  be  ex- 
posed to  antitrust  scrutiny  if  the  state  authorized 
medical  peer  review  activities  and  created  a system 
for  review  of  credentialing  decisions. 


The  Consolidated  Companies  of  St. 

Vincent  dePaul  Community 
Stewardship  Services,  Inc., 
Jacksonville,  Florida 

art  pleased  to  announce  the  merger  of 

CONSOLIDATED 
PHYSICIAN  STAFFING 
AND 

ROBBINS  MED  TECH 

The  new  company.  Consolidated  Physician 
Relocation  Services  will  offer  the  most  compre- 
hensive services  available  in  the  industry,  and 
over  19  years  of  experience  in  physician 
reoxiitment. 

If  you  would  like  additional  information, 
or  would  like  to  find  out  how  we  can  assist 
you  or  your  organization,  please  contact: 

eSpo  Consolidated  Physician 
' Relocation  Services 

2651  Park  St. 

Jacksonville,  Fl  32204 
1-800-733-7999 

1-904-389-7400 

Recruitment 
Locum  Tenens 
Consulting 
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THE  PRESIDENT’S  PAGE 

J.  EDWARD  HILL,  M.D. 


Needed  — Your  Participation  and  Leadership! 

In  January  each  of  you  will  have  an  opportunity  to  participate  in,  gain  information, 
and  contribute  to  the  democratic  process  of  Organized  Medicine  in  Mississippi. 

On  January  18,  1990,  (a  Thursday)  there  will  be  a meeting  of  our  MSMA  House  of 
Delegates  and  a program  for  all  members  planned  by  the  Officers  and  Board  of  Trustees. 
The  day  will  include  presentations  and  discussions  on  current  important  health  issues  in 
our  state. 

Late  last  month  the  Resource  Based  Relative  Value  Scale  (RBRVS)  legislation  was 
passed  in  Congress.  Our  January  program  will  begin  with  an  indepth  look  at  the  RBRVS 
and  what  it  holds  in  store  for  our  future.  We  will  have  speakers  to  give  their  views  to 
us  and  allow  us  to  interchange  with  them. 

During  the  day,  we  will  have  a joint  meeting  of  the  members  of  the  Mississippi  Hospital 
Association  and  the  Mississippi  State  Medical  Association. 

We  will  have  a look  at  rural  health  issues  in  Congress  with  presentations  by  Con- 
gressmen who  are  familiar  with  and  conversant  on  these  issues. 

We  will  also  have  a presentation  concerning  our  Governor’s  Indigent  and  Uninsured 
Care  Plans  — which  we  have  gone  on  record  in  supporting  — and  in  conjunction  with 
this  we  will  hear  about  how  some  states  hope  to  prioritize  health  care  for  the  indigent. 

The  afternoon  session  will  end  with  a presentation  of  our  1990  legislative  program 
which  includes:  expert  witness  legislation,  insurance  industry  regulation  issues,  health 
care  for  the  uninsured  and  indigent  and  our  contribution  toward  solutions  to  that  problem, 
Medicaid  expansion,  employee-employer  insurance,  and  risk  pools  for  the  uninsured. 
And  then  to  conclude  the  day  we  will  host  a reception  for  the  legislature,  providing  an 
opportunity  for  interaction  with  our  state  lawmakers. 

I hope  we  will  get  good  attendance  at  this  meeting  from  our  membership.  Even  though 
we  may  feel  like  “a  voice  in  the  wilderness,”  we  must  continue  to  voice  our  feelings 
and  provide  leadership  to  address  problems  plaguing  health  care  in  Mississippi. 

Please  show  up  on  January  18!  We  need  your  participation  and  leadership. 
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Students  for  Medicine 

It  is  distressing  to  hear  of  physicians  advising 
young  students  against  choosing  medicine  as  a 
profession.  The  reason  most  often  given  — too  much 
government  interference  — is  admittedly  a reality 
to  be  dealt  with.  All  the  more  reason,  then,  for  the 
profession  to  try  to  attract  the  most  intelligent  and 
dedicated  students  possible.  The  more  dedicated 
brainpower  we  have  in  this  profession,  the  greater 
the  chance  that  the  problems  facing  the  profession 
can  be  solved  to  the  satisfaction  of  all  concerned. 

Doesn’t  it  make  sense  to  enlist  “the  brightest  and 
best”  of  the  young  people  in  this  country  to  be  our 
future  colleagues,  colleagues  who  can  help  to  for- 
mulate strategies  to  help  organized  medicine  retain 
and  reinforce  its  leadership  role  in  the  health  care 
industry? 

Let  us  resolve,  individually  and  collectively,  to 
encourage  young  people  to  consider  medicine  as  a 
profession. 

George  E.  Abraham,  II,  M.D. 

Associate  Editor 


Medico-Legal  Brief 

Peer  Review  Pitfalls  and 
How  to  Avoid  Them 

Physicians  who  receive  adverse  peer  review  re- 
sults from  a hospital  are  frightened,  angry,  and  prone 
to  sue  those  who  participated  in  the  decision.  A 
variety  of  legal  theories  may  be  used  to  bring  such 
a lawsuit.  Key  to  the  defense  against  any  lawsuit  is 
the  presentation  of  evidence  that  a fair,  orderly, 
objective,  and  unbiased  process  was  followed  in 
arriving  at  the  adverse  result.  The  plaintiffs  lawyer 


JOURNAL  OF  THE 
MISSISSIPPI  STATE 
MEDICAL  ASSOCIATION 

VOLUME  XXX,  NUMBER  12 
DECEMBER  1989 


will  look  for  flaws  in  the  process  that  may  be  evi- 
dence of  unfairness  or  bias.  Those  flaws  will  be 
used  to  generate  a sense  of  injustice  and  to  support 
arguments  that  poor  quality  was  not  the  real  reason 
for  the  adverse  result. 

Common  flaws  that  the  plaintiff’s  lawyer  will 
look  for,  and  which  should  be  avoided  in  the  peer 
review  process,  are  as  follows: 

1.  Conflicts  of  Interest.  Ideally,  physicians  who 
participate  in  the  peer  review  process  should  not  be 
in  a position  to  benefit  economically,  or  to  benefit 
in  some  other  way  if  the  physician  being  reviewed 
loses  hospital  privileges.  Physicians  who  may  ben- 
efit economically  include  direct  competitors  in  the 
specialty  involved  and  partners  of  competitors.  Phy- 
sicians who  may  benefit  in  some  other  way  include, 
for  example,  those  with  a long  history  of  enmity 
with  the  physician  being  reviewed. 

In  small  communities,  and  even  in  small  cities, 
it  may  be  difficult  to  find  peer  reviewers  that  have 
no  conflicts  of  interest.  In  those  situations,  the  med- 
ical staff  should  seek  reviewers  from  outside  the 
community  who  have  no  conflicts.  Ideally,  the  med- 
ical staff  and  the  physician  being  reviewed  should 
agree  on  who  from  outside  of  the  community  should 
be  asked  to  participate.  The  presence  of  agreed  on 
outside  reviewers  provides  assurances  that  the  re- 
view process  will  be  fair  and  objective. 

2.  Poorly  Documented  History.  Sometimes  a 
medical  staff  will  gradually  lose  confidence  in  a 
physician.  Then  an  incident  occurs  which  is  seized 
upon  as  a reason  to  engage  the  peer  review  process. 
The  incident  then  may  become  the  primary  docu- 
mented reason  why  the  physician  loses  privileges. 
Sometimes  the  incident  is  a “straw  which  breaks 
the  camel’s  back,”  meaning  that  it  appears  minor 
or  trivial  in  nature,  but  comes  at  the  end  of  a long 
sequence  of  transgressions.  If  the  long  sequence  of 

(Continued  on  page  424} 
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New  and  Improved  EPSDT 

Few  would  argue  that  the  children  of  Mississippi 
represent  the  future  of  the  state.  The  promise  of  that 
future  rests  squarely  on  the  healthy  growth  and  de- 
velopment of  Mississippi’s  children.  The  respon- 
sibility for  the  health  care  of  these  children  and, 
consequently,  the  responsibility  for  the  state’s  future 
rests,  in  large  part,  in  the  hands  of  the  state’s  child 
health  practitioners. 

To  ensure  the  availability  of  comprehensive  health 
care  services  to  Medicaid-eligible  infants  and  chil- 
dren, the  Mississippi  Medicaid  program  is  com- 
mitted to  the  goal  of  recruiting  more  private  phy- 
sicians as  providers  in  the  Early  and  Periodic 
Screening,  Diagnosis  and  Treatment  (EPSDT)  pro- 
gram. The  EPSDT  program  offers  health  supervi- 
sion (formerly  called  well-child  care)  including  pre- 
ventive care  and  gives  participating  physicians  the 
opportunity  to  offer  that  care  to  their  Medicaid- 
eligible  patients. 

In  an  effort  to  encourage  more  participation  by 
private  providers  in  the  EPSDT  program,  the  Di- 
vision of  Medicaid  has  made  these  improvements 
in  the  program’s  operation: 

— Physicians’  fees  have  been  increased  to  $22.00 
for  the  initial  visit  and  $15.00  for  each  follow- 
up visit  for  all  Medicaid  patients;  for  Medicaid- 
eligible  children  under  six  years  of  age,  the  phy- 
sician fees  are  $25.00  for  the  initial  visit  and 
$18.00  for  each  follow-up  visit;  EPSDT  health 
supervision  fees  are  $23.00 

— Electronic  submission  of  claims  is  accepted  and 
encouraged  to  speed  the  billing  process;  further, 
the  program  no  longer  requires  special  billing 
forms  and  accepts  the  HCFA-1500  Form  for  bill- 
ing; 

— Customary  records  are  generally  acceptable; 

separate  patient  records  are  no  longer  required; 

— EPSDT  providers  may  choose  to  see  patients 
under  an  enrollment  arrangement;  through  a 
special  agreement  patients  coordinate  their  care 
with  that  physician;  under  this  arrangement,  the 
provider  receives  an  additional  fee  for  managing 
each  patient’s  care; 

— Infants  in  the  Perinatal  High-Risk  Manage- 
ment/Infant Services  System  (PHRM/ISS) 
program  are  allowed  seven  additional  EPSDT 
encounters  in  an  effort  to  resolve  nutrition  and 
psychosocial  problems.  Supervising  physician 


may  apportion  visits  between  nutritionist,  social 
worker  and  physician  as  necessary. 

As  a result  of  changes  in  the  federal  and  state 
eligibility  guidelines  for  the  Medicaid  program,  the 
number  of  children  eligible  for  the  program  contin- 
ues to  increase.  During  Fiscal  Year  1989,  237,610 
children  up  to  age  21  years  were  eligible  for  the 
Medicaid  program,  including  EPSDT  services.  The 
total  number  of  screening  examinations  performed 
under  the  EPSDT  program  was  117,008.  Private 
physicians  provided  27,947  EPSDT  examinations, 
8,150  of  which  were  to  children  under  the  age  of 
4 years. 

Clearly,  more  children  should  receive  health  su- 
pervision. Preventive  care  is  available  to  them  under 
Medicaid  only  through  the  EPSDT  program.  These 
children  can  receive  this  important  care  through  the 
increased  enrollment  of  private  physicians  as  pro- 
viders of  EPSDT  services.  Without  this  care,  Mis- 
sissippi’s children  — Mississippi’s  future  — is  at 
serious  risk. 

For  more  information  about  the  new  and  im- 
proved EPSDT,  write  the  Division  of  Medicaid, 
Office  of  the  Governor,  Suite  801,  Robert  E.  Lee 
Building,  239  North  Lamar  Street,  Jackson,  MS 
39201-1311,  or  call  395-6150. 

Virginia  C.  Walker,  R.N.,  B.S.N. 

Jackson,  Mississippi 

(Ed.  Note:  This  article  is  reprinted  from  “Missis- 
sippi Healthy  Baby  Update,”  Volume  2,  Number 
3,  October  1989.  Ms.  Walker  is  the  EPSDT  coor- 
dinator for  the  Division  of  Medicaid.) 


Reprinted  from  “Mississippi  Healthy  Baby  Update,”  volume 
3,  number  3 (October  1989). 

Ms.  Walker  is  the  EPSDT  coordinator  for  the  Division  of  Med- 
icaid. 


Mark  Your  Calendar  Now! 
MSMA's  122nd  Annual  Session 
May  30-June  3,  1990 

Coliseum  Ramada  Inn 
Jackson,  MS 
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MEDICAL  ORGANIZATION 


House  of  Delegates  To  Meet 
During  Leadership  Conference 

MSMA’s  House  of  Delegates  will  meet  in  Special 
Session  as  a part  of  the  1990  Leadership  Conference 
on  Thursday,  January  18  at  Jackson’s  Ramada  Ren- 
aissance Hotel.  The  day  will  also  include  a joint 
meeting  with  the  Mississippi  Hospital  Association 
and  a reception  for  legislators. 

Speakers  will  explore  such  topics  as  Medicare 
reimbursement  policies  and  medical  care  for  the 
growing  medically  needy  population  in  the  state. 
Health  issues  facing  the  1990  Congress  will  be  dis- 
cussed, including  rural  health  matters  and  prioritiz- 
ing Medicaid  health  services. 

The  afternoon  session  will  include  presentations 
on  the  MSMA’s  1990  legislative  program.  Discus- 
sions will  focus  on  expert  witness  legislation,  mat- 
ters regarding  health  insurance  (regulation  of  the 
industry,  employer-employee  insurance,  and  risk 
pools  for  the  uninsured),  expansion  of  Medicaid, 
and  ways  to  provide  health  care  for  the  uninsured 
and  indigent. 

MSMA  members  are  encouraged  to  make  plans 
to  attend  this  important  meeting  and  participate  in 
the  effort  to  provide  leadership  as  solutions  to  health 
care  issues  are  sought  on  both  the  national  and  state 
levels. 


UMC  Announces 
Faculty  Appointments 

Three  have  been  named  in  faculty  appointments 
to  the  School  of  Medicine  and  centerwide  at  the 
University  of  Mississippi  Medical  Center  for  the 
current  academic  session. 

In  the  School  of  Medicine,  Dr.  J.  Scott  Allen, 
Jr.,  was  appointed  instructor  in  psychiatry  and  hu- 
man behavior  (psychology),  and  Dr.  J.  David  Dick- 
man,  assistant  professor  of  surgery  (otolaryngol- 
ogy). 

Centerwide,  Dr.  James  B.  Hutchins  was  named 
assistant  professor  of  anatomy. 


Dr.  Allen  earned  the  B.S.  in  psychology  in  1979 
at  Michigan  State  University  and  took  graduate 
training  at  the  Illinois  Institute  of  Technology.  He 
has  worked  in  child  psychology  at  the  Medical  Cen- 
ter and  as  an  alcohol  treatment  coordinator  at  the 
Jackson  Veterans  Administration  Medical  Center. 
He  was  chief  resident  in  clinical  psychology  at  the 
Medical  Center  since  1988. 

Dr.  Dickman  earned  the  B.A.  in  1979  at  the  Uni- 
versity of  Oklahoma  and  the  M.S.  in  1980  and  the 
Ph.D.  in  psychology  (neuroscience)  in  1985  at  the 
University  of  Wyoming.  He  took  a postdoctoral  fel- 
lowship in  otolaryngology  from  1985-1987  at  the 
University  of  Texas  Medical  Branch  at  Galveston, 
where  he  has  been  a NASA  research  associate  since 
1987. 

Dr.  Hutchins  earned  the  B.A.  in  1980  at  the  Uni- 
versity of  Colorado,  the  M.A.  in  1982  at  the  Uni- 
versity of  California,  and  the  Ph.D.  in  1985  at  Bay- 
lor College  of  Medicine.  He  was  a postdoctoral 
research  associate  in  cell  biology  at  Vanderbilt  Uni- 
versity School  of  Medicine  from  1985-1987,  when 
he  was  appointed  research  assistant  professor  in  cell 
biology. 


MSMA  Members  Receive 
Physicians^  Recognition  Award 

Five  MSMA  members  were  named  recipients  of 
the  AM  A Physicians’  Recognition  Award  during 
October.  They  are:  Drs.  Ossama  Al-Mefty  of  Jack- 
son,  C.  Duane  Burgess  of  Hattiesburg,  A.  S.  Kel- 
lum  of  Tupelo,  Joseph  Robinson  of  Jackson,  and 
Robert  P.  Russell  of  Jackson. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two  or  three  years.  For  a one-year  award, 
physicians  report  50  hours  of  continuing  medical 
education,  including  20  hours  of  Category  1;  for 
the  two-year  award,  physicians  report  100  hours  of 
CME,  including  40  hours  of  Category  1;  and  for 
the  three-year  award,  physicians  report  150  hours 
of  CME,  60  of  which  are  Category  1. 
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You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


NSNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 


PERSONAIS 


George  Abraham,  Sandra  Burford,  Lee  Gifhn 
and  Hildon  Sessums  of  the  Vicksburg  Family  Med- 
ical Clinic  have  been  selected  winners  of  the  1989 
Patient  Care  Award  for  Excellence  in  Patient  Ed- 
ucation. They  will  be  recognized  at  the  1 1th  Annual 
Conference  on  Patient  Education  in  Orlando,  Flor- 
ida, this  month. 

Robert  F.  Allen  of  Meridian  was  speaker  at  a 
public  education  seminar  on  stroke  and  stroke  treat- 
ment. 

Orlando  Andy  of  UMC  made  presentations  at 
meetings  of  the  World  Society  for  Stereotactic  and 
Functional  Neurosurgery  in  Marriha  and  Maebashi, 
Japan. 

Ottis  Ball  of  Jackson  was  named  a fellow  of  the 
American  College  of  Nuclear  Medicine  at  the  an- 
nual meeting  in  Chicago. 

Jim  C.  Barnett  of  Brookhaven  was  named  presi- 
dent-elect of  the  Southern  Medical  Association  at 
the  83rd  Annual  Scientific  Assembly,  held  in  Wash- 
ington, DC. 

Harris  Barrett  of  Pascagoula  has  been  named 
medical  director  for  Singing  River  Hospital  Sys- 
tem’s Chemical  Dependency  Service. 

Walterine  Bell  of  Meridian  has  been  named  one 
of  East  Central  Community  College’s  Alumni  of  the 
Year. 

Chris  Benson  of  Hattiesburg  spoke  on  arthritis 
medications  at  a meeting  of  the  Arthritis  Support 
Group. 

C.  Ron  Cannon  of  Jackson  made  presentations  at 
Resident’s  Forum  of  the  American  Academy  of  Oto- 
laryngology/Head and  Neck  Surgery  and  at  the  Sixth 
Annual  Pediatric  Seminar. 

Marc  Chetta  of  Poplarville  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Sum  AN  Das  of  UMC  presented  a paper  at  the  76th 
Annual  Clinical  Congress  of  the  American  College 
of  Surgeons,  and  made  a presentation  at  the  meeting 
of  the  American  Association  of  Hand  Surgery  and 
the  American  Society  of  Plastic  and  Reconstructive 
Surgeons. 


Robbie  DeCoux  of  McComb  spoke  on  medical 
waste  disposal  at  a meeting  of  the  McComb  Rotary 
Club. 

Alan  Freeland  of  UMC  lectured  at  the  25th  An- 
nual Orthopedic  and  Trauma  Seminar  in  Minne- 
apolis. 

Robert  Gilliland  of  Kosciusko  has  been  recerti- 
fied as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Hattiesburg  Clinic  announces  the  association  of 
Larry  J.  Hammett  and  James  M.  Hodges  with 
C.  E.  Guice,  III,  in  the  practice  of  otolaryngology. 

Geoffrey  Hartwig  of  Hattiesburg  was  speaker  for 
a meeting  of  the  Epilepsy  Support  Group  of  Laurel. 

Michael  Henry  has  associated  with  Surgery  Clinic 
of  Columbus,  for  the  practice  of  thoracic,  vascular 
and  general  surgery,  and  endoscopy. 

James  L.  Hughes  of  UMC  was  keynote  speaker  for 
the  annual  meeting  of  the  Orthopedic  Trauma  As- 
sociation in  Philadelphia,  Pennsylvania. 


We  earn 

your  trust  every  day.“ 
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PERSON  ALS/Continued 

Kelly  Hutchins  of  Laurel  was  speaker  at  a seminar 
on  AIDS  at  South  Central  Regional  Medical  Center. 

Samuel  Johnson  of  UMC  attended  the  Board  meet- 
ing of  the  Royal  Maid  Association  for  the  Blind  in 
Gulfport. 

Walter  E.  Johnston  of  Vicksburg  has  been  re- 
certified as  a diplomate  of  the  American  Board  of 
Family  Practice. 

Elizabeth  Keeling  has  associated  with  Rankin 
Children’s  Group  for  the  practice  of  pediatrics  at 
348  Crossgates  Boulevard  in  Brandon. 

William  Long  of  Jackson  was  speaker  at  a seminar 
sponsored  by  the  Hazlehurst  Junior  Auxiliary. 

Michael  May  of  Hattiesburg  was  speaker  at  a sem- 
inar on  diabetes  presented  by  Methodist  Hospital. 

John  J.  McCloskey  of  Pascagoula  has  been  named 
chief  of  staff  at  Singing  River  Hospital,  and  Frank 
Rawlings  of  Ocean  Springs  has  been  named  chief 
of  staff  at  Ocean  Springs  Hospital. 

George  McGee  of  Hattiesburg  appeared  on  “CBS 
This  Morning’’  for  a discussion  on  treatment  of 
breast  cancer. 

H.  T.  Milhorn  of  UMC  lectured  at  the  Family  and 
Medicine  and  Problems  of  Families  meeting  in 
Madrid,  Spain. 

Francis  Morrison  of  UMC  attended  the  annual 
meeting  of  the  American  Association  of  Blood  Banks 
where  he  participated  in  the  Transfusion  Medicine 
Academic  Award  program  and  chaired  a session  of 
Legal  Issues  in  Transfusion  Medicine.  He  also  mod- 
erated the  Scientific  Lectureship  and  was  appointed 
chairman  of  a Liaison  Committee  between  the  Na- 
tional Heart,  Lung  and  Blood  Institute,  Blood  Re- 
sources and  Education  Program,  and  the  Transfu- 
sion Medicine  Academic  awardees. 

J.  U.  Morrison  announces  the  opening  of  his  prac- 
tice of  general  medicine  at  State  Line. 

Norman  Nelson  of  UMC  received  Tulane  Medical 
Alumni  Association’s  “Outstanding  Alumnus 
Award.’’ 

David  Owen  of  Hattiesburg  spoke  on  treatment  of 
cancer  at  a cancer  support  group  meeting  at  Forrest 
General  Hospital. 


Roxanne  Perryman  has  associated  with  Ben  F. 
Martin  and  John  H.  Parker  for  the  practice  of 
anatomic  and  clinical  pathology  at  306  Hospital 
Drive  in  Columbus. 

Max  Pharr  of  Jackson  received  Mississippi  Col- 
lege’s “Order  of  the  Golden  Arrow’’  award  for 
excellence  in  professional  achievement. 

Seshadri  Raju  of  UMC  was  a faculty  member  at 
the  1989  Clinical  Congress  of  the  American  College 
of  Surgeons. 

Felix  Savoie  of  UMC  made  a presentation  at  the 
Association  for  Study  of  Internal  Fixation  in  Jack- 
sonville, Florida  and  also  presented  a paper  at  the 
Shoulder  Surgery  Conference  in  New  York. 

Craig  Slater  has  associated  with  Gulfport  Ortho- 
paedic Clinic  for  the  practice  of  orthopaedic  surgery 
at  4502  Railroad  Street. 

Robert  R.  Smith  of  UMC  made  a site  visit  to 
observe  angioplasty  at  the  Burdenkov,  Polenov  and 
Kiev  Neurosurgical  Institutes  in  Russia,  and  also 
made  a presentation  at  the  9th  International  Con- 
gress of  Neurological  Surgery  in  New  Delhi,  India. 

Patrick  Tarpy  of  McComb  has  been  named  chief 
of  staff  at  Southwest  Mississippi  Regional  Medical 
Center. 

Nancy  O.  Tatum  of  Hattiesburg  was  speaker  at  a 
series  on  AIDS  held  at  Main  Street  United  Meth- 
odist Church. 

Tate  Thigpen  of  UMC  has  been  named  president- 
elect of  Optimist  International. 

James  C.  Waites  of  Laurel  has  been  recertified  as 
a diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Mickey  P.  Wallace  of  Jackson  has  associated  with 
Ear,  Nose  & Throat  Surgical  Group,  P.A.,  for  the 
practice  of  otolaryngology,  head  and  neck  surgery, 
and  facial  plastic  surgery. 

E.  T.  Warren  of  UMC  presented  an  abstract  at  the 
33rd  World  Congress  of  Surgery  in  Toronto,  On- 
tario, Canada. 

Winfred  Wiser  of  UMC  spoke  at  the  1989  Clinical 
Congress  of  the  American  College  of  Surgeons  in 
Atlanta. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  24-28, 
1990,  Chicago.  James  H.  Sammons,  Executive  Vice  Pres- 
ident, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  122nd  Annual  Session, 
May  30-June  3,  1990,  Jackson.  Charles  L.  Mathews,  Ex- 
ecutive Director,  735  Riverside  Drive,  P.O.  Box  5229,  Jack- 
son  39296-5229. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
July  25-28,  1990,  Gulf  Shores,  AL.  Leontine  Stevens,  Ex- 
ecutive Secy.,  P.O.  Box  1215  Ridgeland  39158. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday,  March, 
June,  September,  December.  James  S.  Poole,  Secy.,  The 
Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkinson. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Oc- 
tober, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  735  Riverside 
Dr.,  Jackson,  MS  39202.  Counties:  Hinds,  Leake,  Madison, 
Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  P.M.,  Clarks- 
dale, Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  March,  June,  and 
November.  H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport 
39501.  Counties:  Hancock,  Harrison,  Stone. 

Delta  Medical  Society.  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington, Yazoo. 

DeSota  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Mal- 
colm D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled  quar- 
terly. Fred  G.  Emrick,  Secy.,  P.O.  Box  1488,  Natchez  39120. 
Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday,  March, 
June,  September,  January.  George  V.  Smith,  905  Avent  Dr. , 
Grenada  38901.  Counties:  Attala,  Carroll,  Choctaw,  Gran- 
ada, Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  November,  December.  David  H.  Irwin, 
Secy.,  P.O.  Box  7240,  Tupelo  38802.  Counties:  Alcorn, 
Calhoun,  Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc, 
Prentiss,  Tishomingo,  Union. 


North  Mississippi  Medical  Society,  1st  Thursday,  April,  Sep- 
tember, December.  D.  Winn  Walcott,  Secy.,  2173  South 
Lamar,  Oxford  38655.  Counties:  Benton,  Lafayette,  Mar- 
shall, Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 
Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Jack  Hollister,  Secy.,  P.O.  Box  9000,  Co- 
lumbus 39705.  Counties:  Clay,  Oktibbeha,  Noxubee, 
Lowndes. 

Singing  River  Medical  Society,  quarterly,  December,  March, 
June  and  September.  John  J.  McClosky,  Secy.,  3003  Short 
Cut  Rd.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday,  March, 
June,  September,  December.  Julian  T.  Janes,  Secy.,  304 
Clark,  McComb  39648.  Counties:  Copiah,  Franklin,  Law- 
rence, Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Nancy  D.  Tatum,  Secy.,  307  S.  13th 
Ave.,  Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion, 
Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society.,  2nd  Tuesday,  January,  May, 
September,  November,  6:30  p.m..  Maxwell’s  Restaurant, 
Vicksburg.  Wayne  M.  Pitre,  Secy.,  1202  Mission  Park  Dr., 
Vicksburg  39180.  Counties:  Issaquena,  Sharkey,  Warren. 

Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organi- 
zations have  been  accredited  in  accordance  with  the  “Essentials 
of  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)’’  and  the  Council  on  Medical  Education  of  the 
MSMA.  Information  concerning  CME  programs  for  physicians 
offered  by  these  accredited  sources  may  be  obtained  by  writing 
the  Director,  Continuing  Medical  Education,  at  the  individual 
institution  or  organization. 

Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39202 

North  Mississippi  Medical  Center 
830  Gloster  Street 
Tupelo,  MS  38801 

Forrest  General  Hospital 

Mamie  Street  and  Highway  49  South 
Hattiesburg,  MS  39401 

Mississippi  Baptist  Medical  Center 
1225  N.  Slate  Street 
Jackson,  MS  39202 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Seargeant  Prentiss  Dr. 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Highway  51  N. 

Brookhaven,  MS  39601 

Charter  Hospital  of  Jackson 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
150  Reynoir  St. 

Biloxi,  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14ih  St. 

Meridian.  MS  3930! 

Mercy  Regional  Medical  Center 
100  McAuley  Dr. 

Vicksburg.  MS  39180 


Golden  Triangle  Regional  Medical  Center 
2520  Fifth  St..  North 
Columbus.  MS  39701 

Northwest  Mississippi  Regional  Medical  Center 
Hospital  Dr. 

Clarksdale.  MS  38614 

North  Panola  County  Hospital 
1-55  at  Highway  315 
Sardis,  MS  38666 

Singing  River  Hospital 
2809  Denny  Ave. 

Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1401  River  Rd. 

Greenwood.  MS  38930 

Gulf^rt  Memorial  Hospital 
4500  13lh  Street 
Gulfport.  MS  39501 

Oxford-Lafayette  County  Hospital 
Highway  7.  South 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson,  MS  39216 

Della  Medical  Center 
1400  E.  Union 
Greenville,  MS  39704 

Methodist  Hospital 
5001  W Hardy  St. 

Hattiesburg.  MS  39401 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
sen/ices  for  physicians  in  \^st  Central 
Alabama,  I have  decided  to  serve  all 
physicians  in  this  capacity.  I am  available 
and  can  assist  you  with  these  and  many 
other  sen/ices  related  to  practice 
management.  For  more  information, 
please  contact  me  at  205-556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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WTREAI 
ONCAIL 
1-800-352-2226 

Call  the  travel  specialists  toll-^e! 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
service.  Everything 
we  do  for  you  is  free  of  charge, 
even  the  phone  call. 

travel  specialists  will  take  care 
all  your  plans,  plane  reservations, 
rental,  hotel  accommodations  and 
more.  We’re  here  to  help  you  with 
alters,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 


T~R/^yE[_,rsjc:. 


The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 


MEMBERS 


Arron,  Brett  L.,  Jackson.  Bom  Bridgeport,  CT, 
March  15,  1955;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1981;  one  year,  Mayo 
Clinic  Graduate  School  of  Medicine;  medicine  res- 
idency, Tulane  University,  New  Orleans,  1982-84; 
anesthesia  residency.  Charity  Hospitals,  LSU  School 
of  Medicine,  New  Orleans,  1986-89;  elected  by 
Central  Medical  Society. 

Benak,  Edward  J.  , Jr.  , Hattiesburg.  Bom  Omaha, 
NE,  Oct.  20,  1954;  M.D.,  University  of  Alabama 
School  of  Medicine,  Birmingham,  1981;  pathology 
residency,  same,  1983-87;  elected  by  South  Mis- 
sissippi Medical  Society. 

Brinson,  Ralph  A.,  Tupelo.  Bom  Jackson,  MS, 
Dec.  31,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned,  pe- 
diatric residency,  neonatology  fellowship,  same, 
1980-85;  elected  by  Northeast  Mississippi  Medical 
Society. 

Brock,  Charles  F.,  Jr.,  Cleveland.  Bom  Green- 
wood, MS,  April  6,  1959;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1986;  in- 
terned and  family  medicine  residency.  University 
Medical  Center,  Jackson,  1986-89;  elected  by  Delta 
Medical  Society. 

Bundrick,  John  Bennett,  Jackson.  Bom  Shreve- 
port, LA,  Nov.  4,  1961;  M.D.,  LSU  School  of 
Medicine,  Shreveport,  1986;  Mayo  Graduate  School 
of  Medicine,  internal  medicine,  Mayo  Clinic,  Roch- 
ester, MN  1986-89;  elected  by  Central  Medical  So- 
ciety. 

Cain,  George  L.,  Jr.,  Corinth.  Bom  Durant,  MS, 
Jan.  22,  1957;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1986;  Trover  Re- 
gional Medical  Center,  Madisonville,  KY,  1986- 
89;  elected  by  Northeast  Mississippi  Medical  So- 
ciety. 

Dale,  Dennis  M.,  Hattiesburg.  Bom  Anniston,  AL, 
June  24,  1956;  M.D.,  LSU  School  of  Medicine, 
New  Orleans,  1983;  medicine  residency,  Montefore 
Hospital,  Pittsburgh,  PA,  1984-86;  pulmonary  med- 
icine, University  of  Texas  Health  Science  Center, 
San  Antonio,  TX,  1986-88;  elected  by  South  Mis- 
sissippi Medical  Society. 


Day,  James  R.,  Tupelo.  Bom  Laurel,  MS,  March 
31,  1939;  M.D.,  University  of  Mississippi  School 
of  Medicine,  Jackson,  1963;  pediatric  residency, 
same,  1963-64  and  University  of  Texas  Medical 
Branch,  Galveston,  1964-66;  elected  by  Northeast 
Mississippi  Medical  Society. 

Durham,  William  H.,  McComb.  Bom  Brookha- 
ven,  MS,  Nov.  26,  1969;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1986;  med- 
icine residency,  Ochsner  Medical  Foundation,  New 
Orleans,  1986-89;  elected  by  South  Central  Medical 
Society. 

Ezzell,  Jesse  H.,  Jr.,  Pascagoula.  Bom  Macon, 
GA,  June  24,  1958;  M.D. , University  of  South  Flor- 
ida School  of  Medicine,  Tampa,  FL,  1984;  medi- 
cine and  gastroenterology  residency.  University  of 
Alabama,  Birmingham,  1984-89;  elected  by  Sing- 
ing River  Medical  Society. 

Frazier,  William  D.,  Jackson.  Bom  Kingsport, 
TN,  March  17,  1958;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson  1984;  pulmo- 
nary, critical  care,  sleep  disorders,  residency,  Uni- 
versity of  Virginia,  Charlottesville,  1984-89;  elected 
by  Central  Medical  Society. 

Jee,  James  D.,  Jackson.  Bom  Ruleville,  MS,  Nov. 
6,  1960;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1986;  residency  in  family  med- 
icine, Jefferson  Regional  Medical  Center,  Pine  Bluff, 
AR,  1986-89;  elected  by  Central  Medical  Society. 

Kellum,  Andrew  Howard,  Tupelo.  Bom  Tupelo, 
MS,  Dec.  12,  1956;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1982;  interned 
and  medicine  residency.  University  of  Arkansas  for 
Medical  Sciences,  Little  Rock,  1982-86;  hematol- 
ogy/oncology fellowship,  Oklahoma  University 
Health  Science  Center,  Oklahoma  City,  1986-89; 
elected  by  Northeast  Medical  Society. 

Kellum,  Mark  Jackson,  Tupelo.  Bom  Tupelo, 
MS,  May  27,  1959;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1985;  ob-gyn 
residency,  Greenville  Memorial  Hospital,  Green- 
ville, SC,  1985-89;  elected  by  Northeast  Mississippi 
Medical  Society. 

Lee,  John  Martin,  Jr.,  Tupelo.  Bom  Hattiesburg, 
MS,  Sept.  2,  1958;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1984;  interned  and 
medicine  residency.  Baptist  Memorial  Hospital, 
Memphis,  TN,  1984-87;  nephrology  residency. 
University  of  Tennessee,  Memphis,  1987-89;  elected 
by  Northeast  Mississippi  Medical  Society. 
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Lewis,  Terry  Alan,  Corinth.  Bom  Springfield, 
OH,  Aug.  24,  1950;  M.D.,  University  of  New  Mex- 
ico School  of  Medicine,  Albuquerque,  1974;  ob- 
gyn  residency.  Naval  Regional  Medical  Center, 
Oakland,  CA,  1974-78;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

McPherson,  Scott  H.,  Jackson.  Bom  New  Or- 
leans, Aug.  11,  1958;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1984;  interned 
University  of  Arkansas,  Little  Rick,  one  year;  ra- 
diology residency.  University  Medical  Center, 
Jackson,  MS,  1985-89;  elected  by  Central  Medical 
Society. 

Melvin,  Barbara  M.,  Jackson.  Bom  Jackson,  TN, 
Aug.  16,  1958;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1985;  interned,  pe- 
diatric residency,  and  ambulatory  pediatrics  fellow- 
ship, University  Medical  Center,  Jackson,  MS, 
1985-89;  elected  by  Central  Medical  Society. 

Miller,  Stanley  Lee,  Jackson.  Bom  Maryville, 
TN,  June  17, 1958;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1984;  interned  and 
medicine  residency,  Vanderbilt  University  Medical 
Center,  Nashville,  TN,  1984-87;  gastroenterology 
fellowship,  Ochsner  Clinic,  New  Orleans,  1987-89; 
elected  by  Central  Medical  Society. 

Patton,  Gregory  O.,  Oxford.  Bom  Gainesville, 
FL , March  3 1 , 1 959 ; M . D . , B ay  lor  College  of  Med- 
icine, Houston,  TX,  1985;  interned  and  ob-gyn  res- 
idency, University  of  Louisville,  Louisville,  KY, 
1985-89;  elected  by  North  Mississippi  Medical  So- 
ciety. 

Roberts,  Thomas  S.,  Jackson.  Bom  New  Orleans, 
April  22,  1956;  M.D.,  Louisiana  State  University 
School  of  Medicine,  Shreveport,  1982;  interned  and 
orthopedic  surgery  residency.  University  Hospital, 
Little  Rock,  AR,  1982-87;  orthopedic  surgery  fel- 
lowship, Louisiana  State  University  Medical  Cen- 
ter, New  Orleans,  1987-88;  elected  by  Central  Med- 
ical Society. 

Slater,  Craig  M.,  Gulfport.  Bom  New  Castle, 
PA,  Sept.  26,  1950;  M.D.,  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh,  1976;  interned  and 
orthopedic  surgery  residency,  Cleveland  Clinic, 
Cleveland,  OH,  1976-81;  elected  by  Coast  Counties 
Medical  Society. 

Vaughan,  William  H.,  Jr.,  Jackson.  Bom  Jack- 
son,  MS,  May  17,  1941;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1967;  in- 
terned one  year,  Wilford  Hall  USAF  Hospital, 


Lackland  AFB,  TX;  psychiatry  residency,  Tulane 
University  School  of  Medicine,  New  Orleans,  1971- 
74;  elected  by  Central  Medical  Society. 

Wahl,  David  A.,  Jackson.  Bom  Urbana,  IL,  Jan. 
26,  1959;  M.D.,  University  of  Florida  College  of 
Medicine,  Gainesville,  1984;  interned  and  radiation 
oncology  residency.  Medical  College  of  Virginia, 
Richmond,  1984-88;  elected  by  Central  Medical  So- 
ciety. 

Warden,  Clark  G.,  Pascagoula.  Bom  New  Or- 
leans, July  29,  1960;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  1984;  interned 
and  surgery  residency.  University  of  North  Caro- 
lina, Chapel  Hill,  1984-89;  elected  by  Singing  River 
Medical  Society. 

White,  James  L.,  Tupelo.  Bom  Limestone  County, 
AL,  April  17,  1957;  M.D.,  University  of  Alabama 
School  of  Medicine,  Birmingham,  1984;  interned 
and  orthopedic  surgery  residency.  University  Med- 
ical Center,  Jackson,  MS,  1984-89;  Elected  by 
Northeast  Mississippi  Medical  Society. 

Wolfe,  Walter  Ray,  Jackson.  Bom  Pine  Bluff, 
AR,  Oct.  22,  1958;  M.D.,  University  of  Mississippi 

(Continued  on  page  424) 
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For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Hunnilin'® 

human  insulin 
[recombinant  DNA  origin) 


Leadership 

I In  Diabetes  Care 
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SUBJECT  INDEX 


The  letters  used  to  explain  in  which  department  the  matter  indexed  appears 
are  as  foilows:  “A,”  Abstract;  “E,”  Editoriai;  “N,”  News;  “L,”  Letters 
to  the  Editor;  “PP,”  President’s  Page;  “RS,”  Radiologic  Seminar;  “BR,” 
Book  Review;  “MLB,”  Medico-Legal  Brief;  “AP,”  Auxiiiary  Page;  “C” 
Comments;  “S,”  Speciai  Article;  the  asterick  (*)  indicates  an  original  article 


in  the  Joumai,  and  the  author’s  name  foliows  the  entry  in  brackets.  “Deaths,” 
“Personais,”  and  “New  Members”  are  indexed  under  the  letters  “D,”  “P,” 
and  “M”  respectively. 

Matter  pertaining  to  MSMA  is  indexed  under  “Mississippi  State  Medicai 
Association.” 


A 

Abortion 

civil  RiCO  verdict  against  abortion  protesters  upheld, 
382-MLB 

treating  cause  instead  of  result  [Hill]  289-PP 
Acquired  Immunodeficiency  Syndrome  (AIDS) 
health  care  workers’  knowledge  and  attitudes  con- 
cerning AIDS  [Bailey  et  al]*  335 
program  offers  counseling  55-N 
American  Lung  Association 
presents  award  to  Dr.  Guy  Campbell,  266-N 
Arteriography 

transcranial  doppler  arteriography:  a technical  note 
[Smith  et  al]  *175 
Arthritis 

rheumatoid  arthritis  occurring  with  sickle  cell  anemia 
— treatment  dilemma  [Rockhold  and  Harisdang- 
kul]  *149 

Auxiliary  to  MSMA 

delegation  attends  AMAA  annual  meeting,  304-N 
new  officers  installed,  223-N 

B 

Batson,  Blair 

honored  at  retirement  banquet,  58-N 
Bone 

hematogenous  osteomyelitis  and  septic  arthritis  in 
children:  a ten  year  review  [Geissler  and  Purvis] 
*71 
Brain 

transcranial  doppler  arteriography  [Smith  et  al]  *175 
Bush,  George  R. 

installed  as  president  of  Mississippi  Academy  of  Fam- 
ily Practice,  304-N 

C 

Campbell,  Guy 

receives  award  from  American  Lung  Association,  266- 
N 

Cancer 

carcinoma  in  situ  and  T-1  squamous  cell  carcinoma 
of  the  glottis:  the  Mississippi  Baptist  Medical  Cen- 
ter experience  [Smith  and  Lockey]  *365 
large  cell  carcinoma  of  the  lung  with  isolated  jejunal 
metastasis  [Dalton  et  al]  *361 
Central  Medical  Auxiliary 
host  Dr.  James  Todd  of  AMA,  187-N 
presents  MSMA  tribute  to  Dr.  Arthur  Guyton,  375- 
N 

Chemotherapy 

pentobarbital's  effect  in  a combination  antiemetic  reg- 
imen for  cisplatin  induced  nausea  and  vomiting 
[Wheelock]  *5 
Crawford,  Everett 
funeral  services  held,  87-N 
Crucifixion 

crucifixion  and  death  of  a man  called  Jesus  [Ball]  *77 

D 

Davis,  J.  T. 

honored  by  Alcorn  Medical  Society,  376-N 
Deaths 

Chutz,  James  A.,  233 
Cockrell,  John  V.,  347 
Crawford,  Everett  H.,  86 
Donaldson,  James  B.,  233 
Green,  Earl  W.,  197 
Hall,  Toxey  E.,  347 
Leist,  Steve  Charles,  93 


Nowell,  Richard  M.,  347 
O’Kelly,  William,  347 
Pennington,  Edward,  347 
Power,  Herbert  R.,  276 
Roberts,  Curtis  D.,  197 
Siegrist,  William  H.,  276 
Sutton,  Bruce  M.,  233 
Whitfield,  E.  L.  347 
Dementia 

differential  diagnosis  of  dementing  diseases  [Thomas] 
*391 

Derrick,  Arthur  A. 

receives  tribute  from  Medicai  Assurance  Company  of 
Mississippi,  265-N 
Diabetes 

the  impact  of  ambulatory  glycemic  control  on  the 
insulin-dependent  diabetic  gravida  [Martin  et  al] 
*395 

DOC  (Doctors  Ought  to  Care) 

Dr.  Tom  Houston,  former  Mississippian,  honored  by 
U.S.  Surgeon  General  for  work  with  DOC 
Drugs 

clinical  experience  with  ciprofloxacin:  a multicenter 
study  [Chevis]  *145 

drug  abuse  and  the  physician’s  role  [Abraham]  85-E 
drug  controversies  top  year  in  medicine,  1988,  17-N 
[lentobarbital’s  effect  in  combination  antiemetic  reg- 
imen for  cisplatin  induced  nausea  and  vomiting 
[Wheelock]  *5 

the  big  brown  bag  [Johnston]  215-E 
update  on  street  drugs  in  Mississippi  [Beebe  and  Wal- 
ley]  *387 

E 

Ear 

infant  hearing  screening  in  Mississippi  [Malphurs] 
*245 

Emergency  Medicine 

emergency  department  use  and  quality  of  care  [Bross 
and  Wiygul]  302-C 

acute  carbon  monoxide  poisoning:  emergency  man- 
agement and  hyperbaric  oxygen  treatment  [Sev- 
erance et  al]  *321 

hospital  emergency  departments  in  Mississippi  [Bross 
and  Wiygul]  *287 

reader  commends  article  on  emergency  medicine  in 
state  [Hopson]  338-C 
Eye 

macular  degeneration:  the  major  cause  of  severe  vi- 
sion loss  in  persons  55  years  or  older  [Haik  et  al] 
*207 

terming  procedure  “experimental"  not  violation  of 
antitrust,  272-MLB 

F 

Financial  Planning 

are  your  taxes  done  yet?  [Lawrence]  331-S 
what  is  your  practice  worth?  [Harper]  296-S 

G 

Geriatrics 

differential  diagnosis  of  dementing  diseases  [Thomas] 
*391 

Gilmore,  James  O. 

Gilmore  memorial  scholarship  presented,  377-N 
Guyton,  Arthur  C. 

MSMA  resolution  pays  tribute,  263-N 
MSMA  resolution  presented  at  Central  Medical  So- 
ciety meeting,  375-N 


special  article  describes  career  [Quinn]  255-S 
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MEDICO-LEGAL  BRIEF 

(Continued  from  page  405) 

transgressions  is  not  documented  and  expressly  made 
part  of  the  decision  to  withdraw  privileges,  the  with- 
drawal may  appear  to  be  unreasonable  or  arbitrary 
as  being  based  on  a minor  incident. 

An  appearance  of  unreasonableness  lends  credi- 
bility to  arguments  that  the  process  was  biased. 
Therefore,  it  is  important  to  carry  out  peer  review 
on  a regular  and  orderly  basis,  and  to  document  the 
process,  so  that  a proper  foundation  for  both  positive 
and  negative  future  decisions  is  in  place. 

3.  Going  Through  the  Motions.  When  key  mem- 
bers of  a medical  staff  have  lost  confidence  in  a 
physician,  they  may  decide  that  it  is  time  to  ter- 
minate the  physician’s  privileges,  and  the  only  re- 
maining question  is  how  to  do  it.  In  other  words, 
they  have  decided  to  “hang  him  after  a fair  trial.’’ 
A period  of  consensus  building  may  follow,  during 
which  they  seek  support  from  other  physicians  for 
an  effort  “to  get  rid’’  of  the  transgressor.  Evidence 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such 
as  ophthalmologists,  pediatricians,  or- 
thopedists, neurologists,  etc.)  inter- 
ested in  performing  consultative  eval- 
uations (according  to  Social  Security 
guidelines)  should  contact  the  Medical 
Relations  Office.  WATS  1-800-962- 
2230;  Jackson,  922-6811;  Martina 
Mayfield  (ext.  2276)  or  Robbie  Ven- 
able (ext.  2177). 


Disability  Determination  Services 
1-800-962-2230 


that  a decision  had  been  made  to  terminate  a phy- 
sician’s privileges  before  the  peer  review  hearings 
took  place  is  convincing  evidence  that  the  peer  re- 
view process  itself  was  not  fair  and  objective.  Such 
evidence  also  lends  credibility  to  arguments  that 
anticompetitive  or  Machiavellian  motives  tainted  the 
process.  Therefore,  it  is  very  important  to  let  the 
peer  review  process  work.  When  physicians  become 
concerned  about  a colleague,  the  information  which 
caused  the  concern  should  be  put  into  the  peer  re- 
view process,  and  the  process  should  be  left  alone. 
No  organized  effort  should  be  made  which  places 
or  appears  to  place  peer  reviewers  in  the  position 
of  going  through  the  motions. 

4.  Uneven  Impositions  of  Standards.  Physicians 
with  abrasive  personalities  sometimes  fare  more 
poorly  in  the  peer  review  process  than  those  who 
are  well  liked.  There  is  a tendency  to  judge  more 
harshly  those  individuals  who  have  generated  a lot 
of  ill  will.  If  such  a physician  sues,  his  or  her  record 
will  be  compared  with  others  who  may  have  com- 
mitted similar  transgressions  without  the  subsequent 
loss  of  privileges.  Therefore,  it  is  important  for  peer 
reviewers  to  be  consistent  in  their  application  of 
standards. 

5.  Use  of  Unfair  Procedures.  Peer  reviewers 
should  use  fair  procedures  and  not  take  short  cuts 
in  arriving  at  a decision.  There  is  an  infinite  number 
of  ways  to  structure  a fair  process.  Key  elements 
of  any  fair  process  are  reasonable  notice  to  the  phy- 
sician being  reviewed  of  charges  and  times  and  places 
of  hearing,  access  by  the  physician  to  information 
necessary  to  defend  against  the  charges,  an  oppor- 
tunity for  the  physician  to  respond  to  the  charges, 
an  opportunity  for  the  physician  to  have  the  benefit 
of  a skilled  advocate,  and  an  opportunity  for  the 
physician  to  have  an  adverse  decision  reviewed  by 
a different  set  of  peer  reviewers.  Lack  of  any  of 
these  elements  may  be  evidence  that  the  physician 
was  not  treated  fairly. 

NEW  MEMBERS 

(Continued  from  page  417) 

School  of  Medicine,  Jackson,  1985;  interned  and 
ob-gyn  residency.  University  of  Illinois  Medical 
School,  Peoria,  1985-89;  elected  by  Central  Med- 
ical Society. 

Wyble,  Eric  J.,  Gulfport.  Bom  Opelousas,  LA, 
Aug.  21,  1956;  M.D.,  Louisiana  State  University 
Medical  School,  New  Orleans,  1982;  interned,  one 
year,  same;  plastic,  reconstructive  and  hand  surgery 
residency.  University  of  Cincinnati,  OH,  1983-88, 
elected  by  Coast  Counties  Medical  Society. 
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No  Other  Physician-Supervised  Weight  Control 
Program  Delivers  This  Winning  Combination 
...and  that  makes  Med^ast 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help...the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


TRAINING  MANUALS 


The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


Lifestyles:  PATIENT  SUPKIRT 


★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Clinical  Consultation  - Medical 
and  technical  support  specialists 

av  ailable  daily  at  our  toll-free  number. 

★ L^ractice  FTomotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  adv’ertising. 

★ National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


are  simply  ineffective.  And,  severe 
overweight  threatens  y'our  patient’s 
health.  Primary’  Care  Physicians  of 
every'  specialty'  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800-638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 
William.).  Vitale,  M.D. 

Director,  Clinical  Services 
1840  York  Road,  Suite  H 
Timonium,  MD  21093 


^lEDIFASr 


The  Physicians  .3nsuer  to  Weight  Ointnol. 


CJa.son  Pharmaceuticals  1989 


IS  YOUR  SPEOAITY  MORTH 
AN  EXTRA  $8,000 AYEAR7 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserves  New  Specialized 
Training  Assistance  Program. 

Your  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  toll-free,  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


PLACEMENT  SERVICE 


PHYSICIANS  AVAILABLE 

Family  Practitioner  seeks  location  in  Missis- 
sippi. Graduate  of  UMC.  Contact  Lee  Richardson, 
M.D.,  6830  Burlwood  Drive,  Anchorage,  AK 
99507. 


PHYSICIANS  WANTED 

Full  or  part-time  physicians  needed  to  staff  out- 
patient or  emergency  room.  Very  competitive  pay; 
no  call.  Many  mid-South  locations.  Send  CV  or 
query  to  Health  Specialists,  203  N.  Montgomery 
St.,  Starkville,  MS  39759. 


A Commitment  to  Excellence 
in  Health  Care 

Mississippi  Emergency  Association,  P.A.  (MEA) 
a physician-owned  and  managed  group  has  cre- 
ated an  environment  for  physicians  that  promotes 
the  ideals  of  private  practice  while  freeing  doc- 
tors from  the  administrative  and  financial  de- 
mands of  the  private  practitioner. 

Board  certified  or  board  eligible  physicians  in 
the  area  of  Emergency  Medicine,  Internal  Med- 
icine, and  Family  Medicine  are  presented  a va- 
riety of  professional  and  personal  rewards,  in- 
cluding excellent  salaries,  benefits,  and 
advancement  opportunities. 

MEA  is  a dynamic,  growing  corporation  that  de- 
livers quality  health  care.  If  you  would  like  to 
know  what  career  opportunities  we  can  offer  you, 
send  your  curriculum  vitae  to  Sheila  M.  Stringer 
or  call  (601)  366-6503. 

Mississippi  Emergency 
Association,  P.A. 

P.O.  Box  12917 
Jackson,  MS  39236-2917 


BE/BC  Ob-Gyn  to  join  a busy  well  established  prac- 
tice in  South  Central  Mississippi.  Fully  equipped 
450  bed  hospital  with  level  2 nursery.  Excellent 
office  facilities.  Salary,  malpractice  insurance,  health 
insurance,  fringe  benefits.  Please  sent  CV  to  Box 
H,  c/o  MSMA,  P.O.  Box  5229,  Jackson,  MS  39296- 
5229. 


Natchez,  Mississippi  — Seeking  full-time  and  part- 
time  emergency  department  physicians  for  101  bed 
hospital.  Attractive  compensation,  full  malpractice 
insurance  coverage,  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc. , 2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 


Diagnostic  radiologist  needed:  Join  a 5-partner 
group  in  East  Central  Mississippi.  Coverage  in- 
cludes 3 hospitals  and  a free  standing  MRI  clinic. 
Full-partnership  in  2 years.  For  more  information 
contact  Jean  Edwards,  Radiology  Business  Manager 
at  (601)  693-5852. 


Winona,  MS  — Family  Practice,  Surgery,  Internal 
Medicine,  OB/GYN,  Pediatrics.  Excellent  quality 
of  life,  exceptional  public  school  system.  Summer 
Scholarship  Grant  for  college  tuition.  Crossroads  of 
1-55  and  Highway  82;  88  miles  to  Jackson,  110  to 
Memphis.  Recruitment  package  available.  Contact 
Richard  Manning,  Administrator,  Tyler  Holmes 
Memorial  Hospital,  Winona,  MS  38967;  (601)  283- 
4114. 


Georgia:  Family  Practice,  Internal  Medicine,  On- 
cology, Endocrinology,  Neurosurgery,  Neurology, 
General  Surgery,  Orthopedic  Surgery.  Group  prac- 
tice, solo,  or  urgent  care  settings  available  through 
the  Charter  hospital  network  located  in  Macon  and 
serving  all  of  Middle  Georgia.  Your  practice  will 
be  located  80  miles  south  of  Atlanta,  in  a growing 
family-oriented  community,  where  you  can  avoid 
traffic  and  enjoy  a rewarding  professional  career. 
Please  contact  Stephen  Wofford  at  912-741-6283 
for  a confidential  consultation  or  write:  Charter 
Northside  Hospital,  P.O.  Box  4627,  Macon,  GA 
31208. 
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PLACEMENT  SERViCE/Continued 

Internal  Medicine:  Internist  to  associate  with  small 
group  in  North  Alabama.  Dynamic  practice  oppor- 
tunity, rapid  growth  assured,  guaranteed  income, 
flexible  scheduling,  malpractice  and  insurance  ben- 
efits provided.  Growing  metropolitan  area  with 
150,000  -I- . Emergency  room  experience  a plus.  For 
further  information  call  Ms.  Robbins  at  (205)  767- 
2702. 


Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions  in  northeast  Mississippi.  Call 
(601)  328-8385. 

Family  practitioner,  orthopaedic  surgeon,  urol- 
ogist, ENT  needed  immediately  for  solo  and/or  group 
practice  in  Stuttgart,  Arkansas,  the  Rice  and  Duck 
Hunting  capital  of  the  world.  Modem  hospital  fa- 
cilities and  equipment.  Family  oriented  community. 
Excellent  schools.  Call  Jim  Bushmaier  at  (501)  673- 
3511. 


Philadelphia,  Ms  — Family  Practice,  Internal 
Medicine,  Surgery,  OB-Gyn,  Pediatrics.  Excellent 
practice  opportunity.  Excellent  public  schools.  In- 
come guarantee  and  office  space  available;  72  miles 
to  Jackson,  MS,  37  miles  to  Meridian,  MS.  Contact 
Bill  Sellers,  Administrator,  Neshoba  County  Gen- 
eral Hospital/Nursing  Home,  Philadelphia,  MS 
39350,  (601)  656-2121. 


Natchitoches,  Louisiana  — Seeking  full-time  and 
part-time  emergency  physicians  for  167-bed  facil- 
ity. Excellent  attending  back-up  provided.  Com- 
petitive compensation  and  paid  malpractice.  Full- 
time staff  eligible  to  participate  in  benefit  package. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  46,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 

WiNNFiELD,  Louisiana  — Seeking  full-time  and 
part-time  emergency  physicians  for  low-volume  98- 
bed  hospital.  Excellent  compensation,  flexible 
schedule  and  paid  malpractice  insurance.  Full-time 
staff  eligible  to  participate  in  benefit  program.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  46,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


FPs  & IMs  Desparately  Needed  in  Birmingham, 
Montgomery  and  Tuscaloosa.  Compensation  and 
benefits  more  than  competitive.  Send  CV  to  P.O. 
Box  6002,  Tuscaloosa,  AL  35405. 

$250K  Guaranteed  First  Year  for  orthopaedic  sur- 
geon. Located  in  lovely  town  of  20,0(X)  (83,000  in 
county)  less  than  one  hour  from  large  metropolitan 
city.  Office  and  furnishings  state-of-the-art.  Solo 
practice  with  coverage.  Send  CV  to  P.O.  Box  6002, 
Tuscaloosa,  AL  35405. 

Part-time  Family/General  Practice  physician 
needed  for  ambulatory  care  clinic  in  NE  Jackson. 
Malpractice  benefits.  Call  Dr.  David  Richardson, 
957-2273. 

Internal  Medicine  Clinic  of  Laurel  is  recruiting 
an  oncologist  and  gastroenterologist  for  clinic  ad- 
jacent to  modem,  fully  equipped  275-bed  hospital. 
Call  John  Wallace,  M.D.,  at  1-800-654-7918. 


CLASSIFIED 


*****  2V  Stat  Stat  Stat  *****  Diagnostic/ther- 
apeutic software,  covering  69  specialties.  Updated 
medical  algorithms  at  your  fingertips!  Only 
$5,962.00  for  complete  turnkey  system  (software, 
knowledge  base/69  specialties,  AT  computer  w/ 
80MB  HD,  EGA  monitor  and  card,  printer  and 
40MB  backup).  Add  volume  to  your  practice  and 
make  an  extra  S500K  per  year  with  only  a $5,962 
one-time  investment  for  2V  STAT,  computer,  man- 
agerial support,  and  brochures,  -t-/—  a one-day 
teaching  seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067,  1 -800-22 V-STAT. 

Seralyzer  Model  5181  Reflectance  Photometer. 
Purchased  new  in  Febmary  1986.  Used  two  years 
in  group  practice  laboratory.  Small  benchtop  chem- 
istry analyzer  complete  with  all  the  accessories  to 
run  fifteen  blood  chemistries.  For  further  informa- 
tion, call  1 (800)  654-7918. 
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JOURNAL  MSMA 


1990  CME  Cruise/Conferences  on  Medico- 
legal Issues  and  Selected  Medical  Topics  — 
Carribean,  Bermuda,  Alaska/Canada,  New  Eng- 
land, Scandinavia,  W.  Mediterranean,  Europe,  Asia, 
Trans  Panama  Canal.  Approved  for  20-28  CME 
Category  1 Credits  (AMA/PRA)  and  AAFP  pre- 
scribed credits.  Distinguished  lecturers.  Excellent 
group  fares  on  finest  ships.  Pre-scheduled  in  com- 
pliance with  IRS  requirements.  Information:  Inter- 
national Conferences,  1290  Weston  Road,  Suite  316, 
Ft.  Lauderdale,  FL  33326.  (800)  521-0076  or  (305) 
384-6656. 

Clinic  for  Sale:  Suitable  for  three  or  four  doctors 
(or  dentists).  Good  location  in  Columbia  (south  cen- 
tral Mississippi).  Adequate  parking.  X-ray  in  ex- 
cellent condition;  hospital  only  eight  years  old.  Call 
(601)  736-5511  or  736-8855  or  736-3404. 

Equipment  for  sale.  AMES  Seralyzer,  multi- 


chemistry with  warranty  module,  pipettors,  dilu- 
tors.  Call  957-2273. 

Midmark  Table  — all  electric,  easy  to  reach  paper 
roll,  electrical  outlets  on  the  side,  adjustable  padded 
knee  rest,  hidden  stirrups,  vinyl-coated,  easily 
cleaned.  May  be  seen  at  106  Asbury  Circle,  Meth- 
odist Medical  Park,  Hattiesburg,  MS;  call:  601/268- 
5240. 

Residence  for  sale.  338  Arapaho  Lane,  Madison, 
Mississippi.  Brick,  overlooking  private  lake  and 
Reservoir.  Four  bedrooms,  three  full  baths,  ten-foot 
ceilings  in  foyer,  living  and  dining  rooms  and  den 
with  parquet  floor  and  fireplace.  Large  kitchen  and 
breakfast  room,  inside  shop  and  storage.  Over  3900 
square  feet  for  the  discriminating  buyer.  Built  over 
original  Natchez  Trace,  landscaped,  many  sitting 
areas  to  enjoy  the  view.  Call  Mrs.  Culley  at  Lewis 
Culley  Realty,  956-6123  for  your  private  showing. 
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THE  SECRET  IS  OUT 


While  I was  attending  one  of  Southern  Medical’s 
Annual  Meetings,  I became  acquainted  with  the  Dial 
Access  program  which  provides  medical  information 
through  a toll-free  number.  It  has  been  very  useful  to 
. have  access  to  recent  taped  information  that  is  very  brief 
and  very  current.’’ 

Marie  L.  Michelson,  M.D. 

Pathology 

Chattanooga,  TN 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty  association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today.  • • You’ll  be  talking  about  us  too! 


Post  Office  Box  1 90088 
Birmingham,  Alabama  35219 


fQOUTHERN  t 
^JufEDlCAL '' 
^J^OCIATION 


1-800-423-4992 
(205)  945-1840 


VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2 5-mg,  5-mg,  10-mg,  and  20- mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleale.  MSO)  is  contraindicaled  in  patienis  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwilhACEinhibilofs.includingVASOTEC  Insuchcases.VASOTECshouldbeprompIlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  faceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  sympfoms 
Angioedema  associaled  with  laryngeal  edema  may  be  lalal  Wnere  there  Is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oostructlon,  appropriate  therapy,  e.g.,  subcutaneous  epine^rine  solution 
1:li00  (0.3  mL  to  O.S  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension.  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patienis  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  cnaracteristics.  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ol  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous intusion  ol  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difliculty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
NeulropenialAgianulocytosis.  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  snow  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function.  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  Ihe  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patienis,  renal  lunction  should  be  monitored  during  the  first 
tew  weeks  ol  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantiy  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximateiy  1%  ot  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  lor  disconfinuation 

Risk  factors  tor  Ihe  development  ol  hyperkalemia  include  renal  insutliciency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions.) 

Surgery/Anesihesia:  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  If  hypofension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormalion  lor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  Ihe  first  few  days  ol  therapy  It 
actual  syncope  occurs,  the  patienis  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ot  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE,  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sate  and  etlective  use  of  this  medication  it  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril.  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  feast  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release.  The  antihypertensive  ettect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium^locking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (eg,,  spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signiticanl  increases  in  serum  potassium  Theretore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  trequent  monitor- 
V/^SOTE™  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium.  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patienis  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy- Category  C:  There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose),  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  tetaf  toxicity  seen  at  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 


Radioactivity  was  found  to  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  Ihe  risk  ol  fetal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
delined.  VASOTEC*  (Enalapril  Maleale.  MS())  should  be  used  during  pregnancy  only  if  the  potential  benelil  lustilies  the 
potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  lirst  trimester  ol  pregnancy  rias  not  been  reported  to  affect  lelal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  tetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and  decreased 
renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus  Infants  exposed  in  uleio  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion. oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood  pressure  and 
renal  perfusion  with  (he  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  pafenl  ductus  arteriosus  have  occurred  in  association  with  mafernal  use  ol  aCE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  premalunly 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  r<C  enalapril  maleale  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milx.  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients,  including  over  1000 
patienis  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patienis 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  conlrolled  clinical  Inals 
were,  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%),  orthostatic  effects  (1 2%).  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%),  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  conlrolled  and  uncon- 
trolled clinical  trials  were;  laligue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%).  angina  pectoris  (1 5%).  nausea  (1 3%).  vomiting  (l  3%),  bronchifis  (1 3%),  dyspnea 
(1,3%),  urinary  tract  inlection  (1 3%).  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction. 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice.  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NeivousiPsychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea.  asthma,  upper  respiratory  infection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and'or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  oaurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  failure  palients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  palients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  disconiinualion  of  therapy,  were  observed  in  about  0 ^ ol  piienis  with  tssential  topertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  oaur  in  patients  receiving  concomitant  diurelttslr-i*  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  lailvt  who  were  also  receiving  diorewts  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  liwltly  rfURibts  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  ajotl  J4%  |l  jufients  tncteases^  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ot  patienli  ji,  • 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  heinalocril  lmeanLKeriis$iJMm4iU^p  3 g % 
and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  tailure  patients  treated  but  are 

rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  paliems  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and  or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  il  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  II  the  patient  s blood  pressure  is  not  conlrolled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  Ihe  antihypertensive  effect  may  dimmish  toward  Ihe  end  ot  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diurehc  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
palients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  palients  with 
creatinine  clearance  s30  mlumin  (serum  creatinine  s3  mg/dL).  the  lirsl  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure.  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOTEC,  the  patient  shoulo  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions. ) II  possible.  Ihe  dose  ot  Ihe  diuretic  should  be  reduced,  which  may  dimmish  Ihe  likelihood 
ol  hypotension  The  appearance  ot  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  Ihe  drug,  lollowing  effective  management  ol  Ihe  hypotension  The  usual  Iherapeulic  dosing  range  lor 
Ihe  treatment  ol  heart  failure  is  5 to  20mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacocfvnamics  and  Clinical  Ellecls ) Dosage  may  be  adiusled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEg/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 ny 
daily  under  close  medical  supervision  (See  DOSaGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE^ 
CAUTIONS,  Drug  Interactions  ) The  dose  may  be  increased  to  2 5 mg  b i d„  then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ot  lour  days  or  more,  it  at  the  lime  ol  dosage  adiusimeni  there  is  not  MSD 
excessive  hypotension  or  signiticanl  deterioration  ol  renal  lunction  The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormalion.  consult  your  MSD  RepresentaliveorseePrescribing  Inlormalion  Merck  SHARft 
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